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Deur Sir, - 
Re: Management Consultancy Services 
A.V. berguson & Co. — MCS division (AVE) have been retained by Karnataka Health’ 
Development Project (RUHSDP) to conduct the lollowing studies : 
e Review of the structure and functions of the Health & Family Welfare 
Department and design of job responsibilities tor of lices/ posts in the said 
. . ' ) < 
Department. ye + ft 
° Review of private sector role in improving health service programs (access 
and Quality). 
Please lind enclosed the Draft Final Reports for the above studies. Please [cel free to 
contact us for any information/ clarifications. We will be submitting the bills for the 
saine shortly. 
Yours faithtully. 
aftr 
Maw 
Or. Kishore Murthy 
Advisor Tlealth 
Ce: Dr. UL. Sudharshan. Chairman 
lasklorce on Ploalt & Famuly Welfare 
(lor milormation) 
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Health care and public health being one of the thrust areas for development and 
improvement, the Government of Karnataka has considered the need for review 


of the current state of Health System so as to ensure ‘Health for all’ with equity 
and quality. 


In order to propose measures to improve the public health care systems in the 
State of Karnataka, the Department of Health and Family Welfare (DHFW) has 
set up a Task Force, consisting of eminent persons in various fields, which wit 


examine the issues involved and propose measures which could be adopted by 


’ 


the Government. 


In this regard, the Task Force has conducted a preliminary study and presented 
an interim report dealing mainly with short-term recommendations, which can be 
implemented within a period of 6 months. It has also identified areas of concern, 


which can be accomplished in the medium and long term. 


A.F.Ferguson & Co.:— MCS division (AFF) has been retained by Karnataka Health 
Systems Development Project (KHSDP) for review of private sector role in 


improving health service programs (access and quality). 
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The Terms of Reference (ToR) for the study is as follows : 


¢ To review existing role of the different sectors viz. yoluntary-not for profit 
hospitals, for profit hospitals and public (Government) hospitals in 
providing health care services and determining the possibility of a 
partnership between them 

¢ To review the various health care services offered by private sector in 
terms of access and qualities and suggest improvements thereof 

¢ To review the role of private sector in preventive/promotive and 


rehabilitative Health Care delivery 
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of their services either by legislation, self-regulation or accreditation. 
Oe Se ee 
1.6 Our approach to tiie study included: 


¢ Preliminary Study 
¢ Primary Survey 


¢ Analysis — Findings and Recommendations 


Preliminary Study: 


1.7 This phase of the study involved the following: p 


- 


¢ ‘ Discussions with Relevant Personnel: Detailed discussions were held 
with the members of the Task Force and other relevant personnel, 
regarding the various aspects of the proposed study. 

¢ Secondary Data Research: Based on the discussions, information was 
Colipiled trom vatious secondary sources viz., Government of [ndia 
publications, Government of Karnataka publications, World Bank reports, 
other research findings etc., on the factors affecting public health 


programmes and the private sector. 


Primary Survey 


1.8 A primary survey of a sample comprising of private hospitals, Government 
hospitals, nursing homes, private practitioners, Government doctors and 
alternate systems of medicine. For every hospital and clinic visited exit proformas 
from both in-patients and out-patients were administered to assess the quality of 


care delivered. The details of coverage is given in chapter 2. 


Analysis — Findings and Recommendations 


1.9 [he information collected from the primary and secondary sources was analysed 
to determine the role of private sector in public health services. The perceptions 
on the existing services received from the cross section of society was 
considered while providing recommendations on enhancement of private sector 


role in’ health care distribution. Recommendations are provided on the 
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maprovements wy Ova aad AWcess lo be incorporated by the private sector in 


line with their proposed additional role. 


Ihe various aspects of the study are presented in different chapters. 


¢ Chapter 2: Primary Survey Coverage 

¢ Chapter 3: Review of Quality and Level of Care 
¢ Chapter 4: Access to Healthcare 

¢ Chapter 5: Regulation and Accreditation 


¢ Chapter 6: Public Private Partnerships 
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2.1 This chapter presents the objectives, methodology followed and Coverage of 


PrIMary survey nade as part of the study. 


: 1%. “oa 
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2.2 The primary survey was made with the following objectives 


¢ Comparative study of quality of services offered as perceived by patients 


¢ Private Sector hospital review in terms of 
e Physical Access 
¢ Social Access: 
e Services Availability Y 
° Quality as perceived by patients 
¢ Involvement of private sector in national programmes 
¢ Whether the private sector can be motivated towards greater access to 
society 
¢ Willingness of Private sector for regulation, self-regulation and 
accreditation. 
ee wr 
oa Exhaustive questionnaires were Prepared covering all aspects of the Study. The 


questionnaire (please refer Annexure 1) which served as a basis for fact finding 


were 


¢ Private Hospital Proforma 
¢ Government Doctors Proforma 
¢ Private Practitioners Proforma 


¢ Exit Proforma — Patient Salisfaction 


i) 


Discussions with key Department of Health members/ Task Force were also held. 


Their suggestions were duly incorporated in the questionnaires. 


ie The concerned hospitals/health care centres were visited by the consultants of 


AFF covering the following : 


¢ A tour of all services/ facilities 
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@ loclathead cuscussimons with the Management to obtain their views on key 


SSUes. 


..1 The results of primary survey are as provided by the respondents verbally/or in 
the filled-up questionnaires, these could not be verified with their documents as 
the hospitals/practitioners were reluctant to provide any records or statements to 
substantiate their claims especially in cases like percentage of patients provided 


free treatment. 


2.6 Adequate care was taken to make the Sample representative in terms of 


¢* Category of respondents - Hospitals, Practitioners and Patients 


¢ Geographical Coverage — Urban/Rural composition and Spread 
Hospitals 


Ra By Management: All categories of hospitals with different management styles 


were part of the study as is shown in table 2.1. 


Table 2.1: Coverage as per Different Category of Hospitals - Management 


ee 


/S.No. | Particulars . 


Number In| Number In| Total 


urban Areas 


Private Hospita ig 


- Corporate Hospitals 


- Trust Hospitals 


- Teaching Hospitals 


- Missionary Hospitals re 


Nursing Homes 


Indian System of Medicine 


2.8 By Level of Care: To the extent possible, a mix of primary, secondary and 
borthiy fevel ob care obleredt by ditferent hospitals wars Provided for mi the 


sample, 


laatsle 2.2: Coverage as per Level of Care Provided 


S.No | Particulars | Number In _ Number In Total 


| urban Areas | Rural Areas | Number 
1 | PrivateSector — i Mai. ioc a> — 


| 17 

Be nS 

| fog - Secondary San eer seen eee — # 

| 2 "Government Seeptals. i ia} eat | 

| - Primary Health Centre 6 | 6 | 

il - Community/Taluk Health | 2 —— 

Centre | | 

; a a 

Total a 12 18 = 30 
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Practitioners 


2.9 Adequate coverage of general physicians, specialists in Private sector and 


Government doctors was Provided for in the sample as is shown in table 2.3. 


Table 2.3: Coverage of Practitioners 


Number In Number In | Total 


S.No. | Particulars 


urban Areas | Rural Areas Number 


l Private Practitioners ary “as 24 
- General Physicians 8 7 15 
|. Specialists 5 4 9 
« hb ee ee ee} —— ———— te i 
2 Government Doctors a 23 | 28 | 
ns Beane ne ee 
e~3 | Indian System of Medicine- | 1 1 2 | 
| | Practitioners | | 
| a Biore © 35 | 


| Total 54 | 
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Patients 
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A minimum of 3 questionnaires was administered to patients in every hospital 
and clinic visited in the private sector. In all, a total of 112 exit proformas were 


administered to patients. 


.11 Break-up as per IP/OP: Equal representation was given to both the in- 


patients and out-patients in the sample as is shown in table 2.4. 


buble 2.-1: Break-up of LP/OP Patients 


S.No. | Particulars 


Number 


In| Number In| Total 


urban Areas | Rural Areas Number | 
1 In-Patients 46 56 » 
( 
2. | Out-Patients 5 
| Total 102 10 112 
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2.12 Classification as per Sex of patient: 


Table 2.5: Sex wise Classification of Respondents 


S.No. | Particulars | Number In- 


patients Out-patients | Number 


_— 


ak Males igs ie 
‘feat ie 


| Females 


2.23 Classic ation ber Age of Patients: 


Tulle 2.6: Age wise Classification of Respondents 


S.No. | Particulars “Number In- ‘Number | Total 
; | | 
| patients Out-patients | Number | 
P| ES than Byes fo 


| 12-35 yrs os —_ 
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Table 2.6: Classification of Respondents on Income 


| S.No. Number ae 


patients 


1 
rs 
“s 
4 
_ 


| 
| e 
| a a 


Note : 30 respondents did not indicate family income 


Coverage as per Spread 


2.15 The respondents were mainly from the urban and rural areas of Bangalore, 


Belgaum, Kolar and Gulbarga. 


2.16 Thus, to an extent possible, adequate effort was made to make the Sample 
representative in terms of both Categories of respondents and geographical 


distribution for the purpose of the study. 
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For assessing the willingness of private sector hospitals and practitioners for 
acereditatian, a separate structured questionnaire (Annexure IT) was mailed to 
G00 hospitals/nursing homes/Private Practitioner s/Specialists through IMA and 
also through distribution at IMA sponsored seminars at Gulbarga, Belgaum and 


Kolar. 
The break-up of responses received is shovin in table 2.7 


Table 2.7: Responses Received From Different Categories 


Proforma |Responses |Percentage 


Number of Hospitals 
Number of Specialists 
Number of GP's 


Total 42.5% 


~The respondents were different stake holders in hospital services. 


Discussions with owners of certain hospitals, nursing homes, IMA members and 
hospital administrators were also held to get a feel of various qualitative 


parameters for setting up an accreditation body. 


Break-up of respondents by number of beds, ownership, system of medicine and 


services provided is presented below 


’ 


~!.l Number of Beds: Mayor, 


Ol he sOndheen Hursmya fiogn 
ine 
<2 Deds as is shown IN exhibit 2.8 


Cxhibit 2.8: Classitication as per Number of Beds 


OLess than 25 Beds 


C) Between 26 to 50 Beds 


C) Between 20 to 100 Beds (Between 101 to 250 Beds 


C} More than 250 beds Q) Diagnostic Centre and Polyclinic 


2.21.2 Ownership: Majority (62%) of the respondents had Proprietorship concern as is 


shown in exhibit 2.9 


Exhibit 2.9: Classification as per Form of Ownership 


COVE tcl 
Trust yy 


Pd | 


Corporate 
ay, Partnership 62% 
4% 


Proprictorship 


2.21.3 System of Medicine: Majority (88%) of them were allopathic graduates, 6% of 


them were from other disciplines and responses for other 6% were not available. 


Services Provided: Majority were providers of multiple services and the break- 


Up IS presented in exhibit 2.10 


Exhibit 2.10: Classification as per Services provided 


| Any Other 
(Eye/ENT 
Mainly etc. ) 
0 
Maternity 8% 
16% 


Mutlipie 
Services ’ 
76% 
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5. iXGViGiy OF Quality and Levei of Carre 


Quality of servic. provided in hospitals are usually determined by cither of the 


lollowing two methods 


¢ Review of service offered such as effectiveness of treatment, hospital 
infection rates etc and facilities available (Equipment, Investigation, Staff 


etc) 


¢ Review of patient's perception of the quality 


This study has focused on review of level of care and quality in the private sectoy 
(hrough exit patient perception of quality. This was conducted through a detailed 
patient survey, wherein around 102 exit proformas were administered to patients 
visiting Hospitals, Private clinics ctc. In addition, around 10 patients from an 
alternate system of medicine namely Ayurvedic Medicine were covered. This 


chapter presents the findings of the survey on review of quality and level of Care. 


In order to retain the distinction between Allopathic medicine and the Indian 
system of medicine, for the purpose of review of patient perception, the 
observations from the Patients of Ayurvedic hospital have been indicated 


Separately. 


se wees 


3.4 


The quality of service offered by the private sector has been reviewed on the 


tollowing parameters : 


¢ Patient Expectation 

¢ Repeat Visit / Recommendations 
¢ Doctor — Patient communication 
¢ Nursing care 

¢ Ward Staff Support 

¢ Support Services 


¢ Administrative Support 
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Patience Expectation 


ve Quality of care is perceived to be high, when the expectations of Patients with 


hespect to outcome of service ts Met. 


34) Majority of the patients were of the view that their expectations of service were 
either fully met or have been met to a certain extent. None of the In-Patients 
(IP) were of the view that expectations have not been met. This holds true for 


(he rural sector also. Around 3% of the out-patients(OP) were of the not. 


satisfied with the treatment given. 


Sat Table 3.1 presents the response with regard to patient expectation. 


Table 3.1: Patient Ex ectation Res} onse | 


| Expectation: _| In-Patients |Out-Patients | 
| Fully met a LAB 

| To some extent wnat |e 48% 

| Not met | 0% 3% 


| 
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3.8 In case of Indian Systems of medicine 4 majority of the patients were of the 


view that the patient expectation were met only to some extent. 
Repeat Visits/Recommendations 


ao Satisfaction of care and meeting of care expectations, is an indicator that the 


patient would visit the hospital for any subsequent illness as well as recommend 


the hospital to others. This has been reinforced in the survey where majority of 


Eee oneents indicated that in the event of future illness they would like to visit 


the s same hospital. Further, they would also either surcly or may recommend the 


hospitals to others. This is true for both urban and rural hospitals. 


310) Table 5.2 presents the PCSPONSe ON repeat visits and recommendations 


Table 3. 2: ‘Response on ‘Repeat Visits and Recommendations 


Response _____| Repeat Visits Recommend to others __ 
| Bo hook os 54% ae 
| Maybe | A 56" 
“Not at all | 3% >. 
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This temtorces tie MeSPONSe received trom patients. 
Doctor — Patient Communication 
-i2 A Doctor's rolo S critical with respect t i i 
Psi Bh > FOIC 1S Critical with respect to Perception of the patient in regard to the 


quality of any hospital/clinic. Most Patients visit the hospitals for consultation 


with specific doctors. The doctor's role js reviewed both in terms of technical 


Capabilities as welbas the COmMMfOrE level the Patient perceives with the doctor. As 


an average patient would not be able to judge the technical Capabilities of the 
doctor, more often, on successful treatment, the confidence on the docter’s 
Capabilities rise. The different factors reviewed in the exit Proforma survey are: 


% 


* Communication on the illness and treatment process 
¢ Sense of Comfort 

¢ Opinion on treatment 

¢ Doctor Behavior, 


Communication on iliness and treatment process. 


3.13. Responses were elicited on whetner adequate information was provided by the 
doctor about the illness and treatment meted out. It must be noted that extent 
tor requisite information would vary from patient to patient. Around 84% of the 
patients were fully satisfied with the explanations given. In cases where the 
patients felt that adequate information about illness has not been provided, they 
were barely satistied with the doctor's service. Thus, the survey indicated that 
communication played a key role in the overall satisfaction of the patient on the 


quality of services. 


Sense of Comfort 


> 


3.14 The comfort level felt with the doctor plays a key role in removal of most 
apprehensions of patients. The patients were queried on whether they felt free 
to talk to the doctor regarding their concerns and worries. Majority of the 
patients were at a comfort level with regard to patient- doctor communication. In 
the rural areas, almost all patients with an exception or two, were very 


comfortable with the doctor communication. 
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245 Empirical studies have proven that a@ physician’s task competence have | 
SIQMUHCGNt inilicnee on patient decision on quality. Opinions on the doctor 
competence are formed on recovery history of previous illness as well a 
patient’s response to current treatment. The respondents were divided closek 
between ‘good’ and ‘satisfactory’ treatment. A small percentage (2%) wai 


dissatisfied \ith the technical Capabilities of the doctor. 


Doctor Belravious 


3.16 Doctor's behaviour with the patient were reviewed in terms of whether, the 


= 
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doctors were kind and helpul, indifferent or they needed improvement in the 
same. Around 14% of the respondents were of the view that there is’a need tc 
IMprove behaviour of doctors. This may be a response lo behaviour of specific 


physicians and has been noted in a rural nursing home as well as in three other 
instances.. 


Overall Satisfaction 
3.17 Majority of the patients were totally satisfied with the overall service provided by 


the doctors thereby, reflecting in the quality standards perceived by them. Table 


3.3 provides the responses of the Doctor — Patient communication parameter. 


_Table 3.3 : Responses on Doctor Patient Communication Parameter 


Response / Communi- | Comfort Treatment Doctor Overall 
neti 'Cation evel Quality | Behaviour Satisfax 
Fully Satisfied 84% an 18% rao 81% -| 87% 
Satisfied fo 20 —22%U% 5% 11% 
some extent | 
es) i ee Bee 1 eee 


5.18 The exit Proforma conducted on Patients visiting the Ayurvedic Hospital indicated 


that Majority of patients Cy /0%) were only satisfied to some extent with the 


dloctor’s treatment. While ~80 % of the respondents felt that the communication 


between satient doctor could have been better, the responses were mixed with 


regard to the doctor behaviour (50 - 50 between Kind and Indifferent). 


Nursing Care 
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Nursing Care >: ovided by the Private Séctor was reviewed for IN-Patient Care. 


Nigh level of wit caction Dolween nurses and pavient results in Nursing care being 
a key aspect 7 determining patient Satisfaction thereby Perception of quality. 
Nursing care determinants reviewed were - 

*- Support and kindness of Nursing staff 

¢ Perceived competence thereby quality of service 


¢ Prompt aiswer to cull 


The survey revealed that most patients felt that the nurses were fairly friendly 
and courteous in the urban areas, while in rural hospitals it was predominantly 
found that patients felt that nurses need to improve their behaviour in terms of 
Kindness and warmth. The feedback on quality of nursing care was equally 


distributed between ‘good’, ‘satisfactory’ and ‘needs improvement’. 


Majority of the patients with the exception of the rural hospitals were of the view 
that the nurses responded promptly on patient. Table 3.4 presents the exit 


proforma findings on Nursing care offered in the private sector. 
; ~ 
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Table 3.4 : Responses to Nursing Care Offered in Private Sector 


| 
Responses | Nursing Staff Quality of Nursing | 
Behaviour _—s| Care. E 


Satisfactory (Indifferent) _ 
Needs Improvement_____ 
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ln the Ayurvedic hospital, the responses closely distributed across the three 


Good (Kind & Hcipta >| sa ae oe 
H 


Parameters i.e. 50 %, 30% and 20% respectively. Most-in-patients were of the 
view that the nurses were indifferent and the quality of nursing care was only at 


a Satisfactory level. 


Ward Staff Support 
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Ward attendants are the key support staff assisting the quality care of the in- 
patients. Service in terms of promptness to calls and their behaviour with the 
patients reflect on the atmosphere of the hospital. Around 46% _ of the 
respondents fell that these attendants were prompt in their service, while 38 % 


} v\ re ee ae | wywuey \/i) \ ; 
(predomincatly cural) fell that they needed unprovement 


Support Services 


3.24 


Hospitals are complex entities with multiple range of functions being conducted 
wilh, Though prmiaily clinical and para-medical care forms the key functions of 
Lhe hospital, oltier areas such as Pharmacy, Housekeeping, Admissions and Food 
service play critical roles in ensuring quality care to the patient. Respondents 
were queried on the efficiency of these services and their satisfaction from them. 


The areas covered were : 


¢ Medical Supply Procurement 
¢ Quality of meals 


¢ Housekeeping 


Medical Supply Procurement 
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Easy availability of medical supplies in the medical/surgical shops located in the 
hospital is critical to the patient especially in emergency situations. While no 
respondent had any concern regarding availability, around 86% did not face any 


problems in procurement of medicine from these shops. 


In the ayurvedic hospital, certain section of patients (60%) had difficulty in 
procuring medicines, in certain situations while the remaining 40% did not face 
any problems. 


Quality of Meals 
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All respondents of the Ayurvedic Hospi 


Provision of hyyicnic and good quality meals are a requisite for smooth recovery 
of the patient and also reflect on the quality of the hospital. However, it has 
been observed that unless made mandatory by the hospital, most patients do 


not avail of the hospital meal services. Further, the respondent’s view on the 


quality would be highly individualistic and subjective to factors such as taste etc. 


Around 62% of the in-patients (who availed of the facility) were satisfied with 


the meal quality and timely service while 38% felt that there is scope for 
improvement of meal service and quality. 


tal covered felt that there is a need to 


improve the quality and service of meals offered. 


Mouse-Keeping 


3.50 Hospitals Deng at a high risk in terms of cross — infections, good housekeeping 
POHeCts on the overall Quality care offered by hospitals. Housckeeping has been 
reviewed In the exit Proformas in terms of cleanliness of wards, toilets etc as well 


aS provision of linen and other Supplies. 


3.51 Responses on cleanliness of wards, toilets and bathrooms were highly hospital! 
specific with certain hospitals rating very high (100 % Satisfaction) and certain | 
others quite low (75 % dissatisfaction). This is true for both rural as well as 
urban hospitals. On an overall basis, around 54% found that the toilets were 
clean. | 

3.32. With regard to linen supply, most of the rural respondents had used their own 


linen. 
The responses of other Patients revealed 


gan cqual distribution between Satisfactory and need of improvement parameters. 


3.33 Majority of the in-patients felt that the facilities of sweeper, security and power 


were adequate. 
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Table 3.5 presents the responses on Housekeeping facilities of the hospitals. 


Table 3.5 : Responses to Housekeeping Facilities 


—_—— ———... __ 


Responses Cleaniness of | Quality of Linen | 
ward, Toilets & 
Bathrooms 


Satisfactory 54 % | 
Needs tmprovement its he an sol wae 
Totally Dissatisfactory te ee 0% | 


3.35  [n the ayurvedic hospital, all patients felt that there was a distinct need for 


improvements of the cleanliness levels and the linen Supply. 


Administrative Support 


3.36 Quick and simple administrative procedures facilitate in enhancing the comfort 


level of the patient with the hospital. fhe administrative support was reviewed in 


terms of the following : 


¢ Admission & Billing Procedure 


¢ Attitude of Reception stat 
¢ Waiting time 
Adimussion and Billing Procedure 
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3.37. Majority of the patients (76%) felt that the admission and billing procedure was 
simple with none of the. view that it was very complicated. This is applicable to 


both the rural/ urban hospitals as well as the Ayurvedic Hospital. 


Attitude of Reception Staff 


3.58 Around 38 % of the respondents were of the view that the reception staff was 


courteous, prompt and answered their queries satisfactorily, while 57 % felt that 


there was a need for improvement in their attitude. 
Waiting Time 


3.39 Average waiting time was determined for the levels of enquiry/registration, 
doctor consultation and investigation. In all the three cases the majority of the 
respondents were of the view that the average waiting time was 30 - 45 minutes 
with 56 % feeling that though long, the waiting time was acceptable. 30 % of 
the respondents were of the view that the overall waiting time was reasonable 
and within their expectations. In the OPD, most of the waiting time (73%) was 


Spent in waiting for doctor consultation. The average waiting time at each stage 
is presented in the chart below. 


O}Less than; 
©) 30-45 min. 
0) 45-60 min. 
O60 - 120 mi 


G}More than 
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Investigation 
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3.10 Level of care provided in the private sector was determined (Nrough the 
dvalability of services an the hospital and the perception of the paticnts of the 
same. 


Services Availability 


3.41 The various services available in the private sector can be summarised as under: 


* Super speciality services are generally available in Corporate / Teaching 


hospitals y 


- 


¢ The Trust and Missionary hospitals generally provide secondary level of 
Care I.e. internal medicine, Paediatrics, general surgery etc. ’ 


¢ Most of the nursing homes have only minimal services for emergency 
Care. 


3.42 With regard to investigation facilities the following observations have been made: 


¢ Corporate / Teaching hospitals usually have facilities for all investigations 
¢ Missionary / Trust hospitals offer secondary level of investigations 


¢ Most nursing homes have only basic investigation services. 
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This has been confirmed in the exit proformas wherein most of the corporate / 


teaching hospitals had their own investigation facilities. 


3.444 Facilities in terms of adequate water and power supply and the drainage facilities 


were found in all the hospitals covered. However, water purifier facilities were 


not available in the nursing homes. 


3.45 While the private hospitals had adequate number of ambulances, the nursing 
homes did not have any. In terms of ward facilities, the nursing homes had only 
general wards and no ICU facilities while all the private hospitals covered had 


Emergency wards, general wards and ICU facilities. 
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a Me facilities available in the MIVAle Sector ure presented in Table 2 


Table 3.8 : Facilities Available in the Private Sector 


Facilities Nursing 


Homes (%) 


Emergency Ward 

Yo Beds in General Ward 
ICU 

ICU Beds/Total Bods (%) 
Ambulance 

No. of Ambulances (No.) 
Overhead Water Tank 


Water Purifier BMS 


Hot Water Facility 
te ee 
G 


enerator 


75 
Elevator PES 6 0 
ee se 
Drainage Connection ee 100 


Laund 100 67 
Space for Washing Patients Clothes 


83 
Declared Baby Friendly by Govt. i a 


Patient Perception Services Availability 


3.47, The patient perception on services availability was reviewed in terms of the 


following : 


¢ Extent of investigations conducted 
¢ OPD facilities such as 
¢ Physical Space 
¢ Drinking water 
¢ Seating arrangements 
¢ Fan & Ventilation 
¢ Toilet | 
¢ In-patient facilities such as water, power and security 


¢ Equipment Availability 
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| Lower Respiratory tract infection, cou 


Evlomt of Livestigations conticted 


Investigations, normally conducted to confirm diagnosis, have become more or 


less a routine matter m most hospitals /nursing homes. The patient perception 


with regard to the extent of investigations conducted, élicited the following 


response : 


No. of Investigations 


O None 
OLow Pi 
OFairly enough 


49% 


QOMore than suf 


6% 


3.19 The most common investigation done for the in-patients was Blood (70%) and 
Radiological -X-Ray, C.T Scan etc., (62%). A sample detailed exit proforma was 


conducted for around 13 patients to determine investigations conducted against 
specific iliness/symptoms. Table 3.9 presents a summary of the responses 
received. 


Table 3.9 : Illness Specific 


Investigations conducted 


fh) ______lllness/Sympton Investigations 
ESS teoin groin a Blood, Urine, CxR etc 
Appendicitis 


U.S Abdomen, Routine Blood and Urine 
gh, | Chest X-ray, PA view, Routine Blood and 

Urine analysis | 
, Pain in abdomen, Urine, Blood, Chest X-ray 


€xpectoration, fever 


Intestinal Perforation 
Fover 


Preqnancy 


ee ee a sre ee 


US scanning of Abdomen 
Congestive cardiac failure 


, breathlessness, | Chest X-ray PA, Routine Blood and Urine 
| cough and expectoration 


Vee - A 

} Pregnancy ok Blood, Urine, USG, CxR 

| Acute Gastritis ~ Pain in abdomen Endoscopy a 

Fever for evaluation 


Blood, urine CxR etc 


OPD Facilities 


30) AYalabil y Gi Space Nas an important Dearing on the level Of care and quality of 
Service. Majority (05%) of the respondents (specifically those visiting clinics) felt 
(hat there was a reasonably good space in the OPD while around 27 % (mostly 


constituting of hospital Patients) felt that the OPDs were quite spacious, 


J 
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The facilities in the OPD such as drinking water, Seating arrangement, fan. & 
venulation and toilet were reviewed with the Various patients to determine the 
extent of such facilities offered in the private sector. Majority of respondents 


were of the view that these facilities were fairly sufficient. Table 3.10 presents 
the responses with regard to the above. 


| Table 3.10: Extent of OPD facilities | eae 


Response | Drinking Seating Toilet | 
| water Arrangement _| Ventila 

l.css 31% 21% 

banly sutticient | Gr <i | 561%, | 

More than | 7% | 
| 


Sufficient 


3.52. Majority of the Patients (~80%) of the Ayurvedic hospitals found the OPD 
facilities to be less Satisfactory. 


In-Patient facilities 


3.53 Majority of the patients felt that in-patient facility such as water, Power and 


SeCUEILY Were adequate. 
Equipment Availability 


3.94 The exit proformas addressed the query of to what extent the respondent felt 
Mat the hospital was well equipped. Around 41% of the respondents were nol 
dble to comment on the same while 35% fell that the hospital was) well 
equipped. However, this observation cannot be considered, as most patients are 


not qualified to judge the extent of equipment availability in the hospitals. 
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The exit proformas addressed the various reasons for visiting the private sector 


for treatment vis-a-vis the public sector. 


Majority of the patients visited the Private sector as they were either satisfied 


with the service or they distinctly preferred a private hospital over-“the 


government hospital. This is represented in the following chart. 


Reasons for Visiting Private Sector 


C) Near to reside 
Ci Prefers Pvt. Se 


56% QC) Satisfied with 


Specific responses were Clicited from a certain section of patients on their choice 


if both the private hospital as well as the governme 
close to one 


of hospital nt hospital were 


another. All of the respondents preferred the Private hospitals and 
the reasons for choice are : 

¢ Promptness of service 

¢ Pehability 

¢ Qtrality care 


° Pyethesy etal Gach oa eka 
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3.0) AS Giscussed in the PICViOUS Paragraphs, Majority of the patients are quite 


satisfied with the quality of service and level of care offered by the Privat 
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Nospitals/health care units. The overall rating of the private sector 


as perceived 


Dy the patients is depicted in the chart below - 


Overall Private Health Care Centre 
Rating 


OC Excellent 
O Good 

OC Average 
O Poor 

G Can't say 


3.59 The patients visiting the Ayurvedic Hospital have rated the hospital to be 


average/poor. 
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+.Access to Health Care 
This chapter presents the accessibility of health care services to poorer sections 


of the society both in terms of Physical and Social Access 


Physical Access has been assessed by the following 


¢  Avatlability of beds ma the cieticts 


¢ Distribution of treatment of Out-patients and In-patients over source of 
treatment Jo 
¢- Physical distance traveled to reach hospital 


¢ Means of transportation used to reach hospital P 


Availability of Beds 


Public Sector Beds: Availability of hospitals is a pre-condition to accessibility of health 
care, particularly in emergency situations, beds provided by PHC’s and first level Referral 


Institutions (Community health Centres and Upgraded PHC’s which are better accessible 
to the residents are very critical. 


4.2.1 Comparison with Planning Commission Norms?: The Planning commission 


norms recommend that at least one bed should be available for 1000 population 
and the public sector should provide two-thirds of the total beds available. The 
horms also provide that out of the total beds the tertiary and Primary care 
institutions should contribute 15% each while the secondary hospitals should 
provide the remaining 70% of the beds. While at the State level the present total 
bed capacity of Public sector hospitals (0.77 beds/1000 population) is as per 
horms, there exists wide inter district variation (Belgaum 0.24; Kodagu: 2.84). 


But as is shown in exhibit 4.1 only 31% of the total beds in Public sector are in 
Secondary Hospitals. 


Exhibit 4:1: Distribution of Hospital Beds 
Existing Planning Commission norms 
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4.3 


Distribution or Public Sector Beds in Rural Karnataka: There are only 0.42 


beds per 1000 rural Karnataka Population. Also there is wide inter district 
disparity of beds availability with Kodagu having the highest at 0.98 (excluding 
Bangalore Urban) and Gulbarga the lowest at 0.29 Per 1000 rural Population. 


lhe table 4,2 gives the details 


Table 4.2: Distribution of public sector Hospital Beds in Rural Karnataka 


Distribution Of Public Sector Beds in Different Districts in Rural Karnataka 


Districts Rural Number of Beds Available 


Population CHC & PHC** PHU**! Tota! 


Census Upgraded 
1991 PHIC* ’ 


Bangalore (U) Se oo a 
) 


= SORERESES So EES oo 
Belgaum 2680606 Rh 0.28 
4 397 


Beds/1000 
Rural 
Population 


jeotan (321931 60 333 0.30 
Bidar 1008277 150 0.45 
Bijapur 2230510 92 Se STS EE: 
Chickmaglur a ee 
Chitradurda 1589754 Jj EE 
Dak. Kannada | 1930021 44 825] 10|_ 8791 Si a 
Dharwad 

Gulbarga 

Hassan 

Kodaqu 

Kolar 

mandya 

Mysore 

Raichur 

Shimoga 

Fumkur 1919330 


3 ao 
UJ. Kannada 923913 384 20 434 0.47 


: 30 
Karnataka 30955766 1849} 10493/ 772 13114 0.42 


Distribution of Private and Voluntary sector Hospital Beds in 
Karnataka: Precise information on the strength of .Private sector is not 
dvailable. However estimates suggest that private hospital bed ratio is 0.4 per 
L000 people. Wide inter district variation exists. The districts which had better 
presence of Private sector health facilities include Dakshin Kannada 
(1.75beds/1000), Bangalore urban (1.26 beds/1000), Mysore (1.04 beds/1000) 


Wid) Kodagu (0.7 beds /1000), In districts of Tumkur and Kolar private sector 
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4.5.1 About 44%- of the total 
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J 
per LOOO population. The details for other districts is presented in table 4.3 
Table 4.3 
Distribution of Private and Voluntary Sector Hospital Beds in Karnataka 

Districts |Population Number of Beds Available beds/1000 

1991 <30 beds {31-50 (51-100 |>100 [Total Population | 

census beds |beds |beds |Beds 

Bangalore (U)| 4807019 i: oe Ee 
Bangalore (R)| 1664315, 40} cea drde AO 0.02 
Belgaum 3521409 1118 163 1% 668} 2062 0.59 
Bellary 1886714 75 
Bidar V2529%0 359 95 , 


Bijapur a TSE 29 
Chickmaglur 
Chitradurga 
Dak. Kanna la 
Dharwad 
Gulbarga 
Hassan 
Kodaqu 
Kolar 
mandya 
Mysore 3155625 
Raichur 2305832 


Shimoga 
Tumkur a. | hae 
U. Kannada 1218367] eae el 

Karnataka 44806468] 7903 1308/ 986] 787 1/ 18070 0.40 


beds in private sector werg contributed by small 


Institutions having less than 30 beds. Another 44% of the beds were contributed 


by large private sector hospitals habving more than 100 beds. The detailed 
break-up is exhibited in chart 4.2 


C litt 12: ¢ lussiticution Of Private Sector Hospitals 


in Karnataka as per No. Of Beds 


--—- ae 


‘100 beds 
44% 


51-100 31-50 beds 
beds 7% 
5% 


Bed Capacity at Ayurvedic hospital 


The Ayurvedic hospital covered has a bed Capacity of 325 beds in the General 


Ward and 25 beds in the Semi Private ward, with an average occupany rate of 
30 = +10 


Distribution of Treatment of Out-Patients over Sources of treatment 


c 


7.5 Only 27% of the OPD patients in urban areas of Karnataka get their treatment at 
Public Hospital Centre. Majority of them (43.19%) gets their treatment from 
private doctors and 22% of them from private hospital in urban areas and similar 


trends are seen in rural areas. The details are in table 4.4 


Table 4.4: Percentage Distribution of Out-patient treatment 

over Sources of Treatment 

Type of Hospital 

Public Hospital 

Primary Health Centre 

Public Dispensary 

Private hospital 

Nursing Home 

Charitable Hospital 

(ESI)Doctor 

Private Doctor 

Others 

Total 


MMC GOL CSO, 4? round of Nation Saniple Saivey No. tbe 


~~ ; . 41 920 - bay 
() Phe Piimary health centre, which account for a total of 21.23% of total beds 


, a a | C \ 82 ¢ Y, f - NLS 
dvallable in public and private sector, treats only 8.47% of out-patients. 
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‘Lu.2 There 6 ie Puilicular noticeable difference in accessi 


Distiibution of Treatinent of ln-Patients over Sources of treatment 


4.) There is almost equal distribution of In-patients treatment in public and Privat. 
sector in Karnataka Urban areas and whereas, in rural areas 60% get thej 
(reatment in public hospital and primary health centre and the balance 40% jr 


private sector. The detailed break-up is presented in table 4.4 


Table 4.5: Percentage Distribution of In-patient treatment 
over Sources of Treatment 


Type of Hospital |Urban % 
Public Haspital : 55.31 


Charitable Hospital run 
by Public Trust 


Suurce:Gol, CSO, 42 round of National Sample Survey No. 364 


Distance Traveled to Reach Hospital 


4.8 One of the most important means of assessing physical access of healthcare 
services is to identify the distance traveled by patients to reach hospitals. 
54 


Hospitals: The primary survey reveals that more than 70% of OPD patients 
across Categories use hospital within 10 kilometres of distance from their home. 


S that in Urban Government hospital as much as 
60% of the-patients come from a distance of more than 10 kms. 


bility in urban and rural 
areas in private hospitals. This is because Many patients in rura! hospitals are 


also from neighboring villages. Table 4.6 gives details of the accessibility 


Paabbe “LG: Physical Meg cibility by Distance Tasaverderad 


Average 
Distance 
from 
Residence 
to Hospital 


Percentage of Patients Visited 


ate 


_Corpor 


Rural Urban 
70| 


te: 


VOUNCR: Survey 


“Only Representative Cases of surveyed Govt Hospitals and Nursing Homes is presented. 


) it; “Ce A wet 2 + = . 
4.8.3 Practitioners: A general trend that is visible is that more than 75% of the 


patients visiting General Physicians are from the radius of less than 3 kms from 


CHNIC and another 20-25% from 3 to 10 kms radius. In case of Specialists the 


percentage of patients who came from the radius of 3 kms from clinic were in 


the range of 30-60% (with an average of 42%) 
lO kms was about 30-45%, 


and those from a radius of 3 to 


4.8.4 Exit Proforma Findings : The exit Proforma survey reveals that a lot of 


Patients (38%) travel even upto 10 km to reach the private hospital. However, 


dround 53% of the patients reside within a radii of 5 km from the hospital. 


; 
4.9 In the Ayurvedic hospital around 60% of the patients travel more than 10 Km to 


reach the hospital while 30 % reside within the range of 3 — 10 km. 


Means of Transportation Used to Reach Hospital 


4.10 Except in case of Corporate Hospitals, Majority (50-80%) of the patients visiting 
other hospitals reaches by walking or public transport. Use of public buses to 
reach hospitals is greatest in Government hospitals and teaching hospitals. 
Whereas in Missionary and teaching (in that order) hospitals patients walking to 


reach hospitals is also common. 


Table 4.7: Means of transportation used by patients to reach hospital 


Means of Transportation Percentage of Patients Visited* 


Corporate } Trust | Teaching Govt. 
ee EO Me ae 
ae, 10} 30{ 53] 
ar ae) 
40/70] 30 
San 


Own Vehicle 
Bus 
Auto/Taxi 


Walk 
= = a 


LJ 


>! 


1 
2 
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Source: Survey 
"Only Representative cases/cases im which iMformation was provided is presented. 


4.11 Exit Proforma Findings: Public transport (bus service) and own two-wheeler 
velide ate the common modes. of Lrunsportation followed by the Patients 
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lients (70 %) use the Bus made of 


The Social Access was examined from the view point of 


¢ Sex-wise distribution of patients across hospitals 


¢ Age-wise distribution of patients across hospitals 


¢ Income group profil 


¢ Payments Category 


¢ Treatment of Low income group patients at Hospitals 4 


ec of patients 


¢- Cost of treatment as perceived by patients 


Sex-wise Distribution of Patients across Hospitals 


4.14 


4F9 


Age-wise Distribution of Patients across Hospit 


$416 


No significant difference in treatment of male or female patients is noticed across 


categories of hospitals. However, except in case of missionary hospitals, the 


Ppereentage of male pulicnts treated ts y hte higher than female palicnis. 


Table 4.8: Sex- 


SOUICE: Sut vey 


In the Ayurvedic hospital there 


80% of the total patients. 


About 50% to SO 


difference in access of Patients of different age 


treatment facilitio 


Parloler .to9- Age-wise Clas 


%o of the patients across cate 


SIN private sector vis-a-vic pu 


“Hc ahion Of patrents 


wise Classification of Patients Treated across Categories of Hospitals 


IS @ predominance of male patients, constituting 


als 


gories of Private hospitals are from 
the age Group 12 years to 50 yeers. But tt 


nere iS no significant noticeable 


groups In rural or urban areas to 


blic sector. 


HChOSS Categories of hospitals 
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12-35 Yrs 40} 20; 20] 40; 30) ~=10} = 44] Sg 26} 20| 26 


36 -50 Yrs. 40)" 30a eee aq 60/ 22] 60 35 301 ~29 
50 yrs, 10) 30) ae oe 20} 20/19) 20] 30 30] 30 
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Source: Survey 


In the Ayurvedic hospital there is an Equal distribution of Patients(30%) across 


the age groups other than ~ 12 years, which consititutes 10 % of the total 
patients. 


Income Group Profile of Patients Hospitals 


4.18 


4.19 


i) 


The corporate hospitals had 60-90% of the patients from the upper middle 


INCOMe group and high-income group. 


In case of trust hospitals, only 20% of the patients were from the lower middle 
and low income groups. 30-50% of the patients were from middle income groups 
(Rs. 3000-5000 p.m.). 


Teaching hospitals had the maximum percentage (80-85%) of patients from the 


lower middle income and low-income groups. 


Missionary hospital also had 60% of Patients from lower middle and low-income 
Jroups. Both the missionary hospitals visited get a lot of donations and grants 
from India and abroad for charitable Purposes and are hence able to provide free 
und concessional treatment to majority of patients who cannot afford the cost of 


treatment. 


The nursing homes mainly cater to the middle income and upper middle income 


group, “ho form 75% of the total patients treated. 
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Pable 4.10: Income Group Profile of patients across Hospitals 


Percentage of Total Patients Visited 
Corporate Trust Teaching | Missionary} N.H Govt 
“A | 6 |e 1 > 
Urban} Urban} Urban! Urban} Urban! Rurall Urban Rural| 
High Income Group 40 25 10 
(Is. 10000 p.m.) 
Uppet Middle Income 
Group (5000-10000 mM.) 
Middle Income Group 
(3000-5000 p.m.) 
Lower Middle Income 
Group (Rs.600-3000 p.m) 
Low Income Group (<600 
pin.) 


Income Groups 


Total 
Source: Survey 


Distribution of treatment over Income Profile in Ayurvedic Hospital 


4.23 Over 60% of the patients of the Ayurvedic hospital are from the Lower Middle 


income and Lower Income Group while only 10 % of the Patients are from the 


high income group. 


Payment Category 


4.21 Mast of the patients in the corporate hospital are fully charged for consultancy, 


diagnostic tests and treatment. A very minimal percentage of them are provided 


concessions, usually in the range of 10 to 30%, 


4.25 In hospitals run by trusts there was a mixed trend. A few of them, those run by 


religious communities, provided free treatment to about 20% of patients and 


about 50 to 60% of patients were provided treatment at concessional costs. 


4.26 Teaching hospitals also provide free and concessional treatment to about 50% of 


the patients but the Purpose of treating free/at concessional rates poor patients 
IS tO Use 


them as clinical leaching cases for medical students. 
4.27. Missionary Hospitals get substantial amount of their funding in the form of grants 


dnd donations tram Inclia and abroad for treating the poor patients. They are 


thus able lo provide free dnd concessional treatment to Majority (70%) of their 
Dabents, 


4.28 
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provided any form of free or cuncessional treatment. 


Table 4.11: Payment Category of Patients across Hospitals 


Percentage of Total Patients Visited 
Payment Category (%) Corporate 'Trust Teaching 
Consultant 


Full Charges 
Concessional Charges 
Free 
Diagnostic Tests 
Full Charges 
Concessional Charges 
Free ro 
Treatment 
Full Charqes = ‘ 
Concessional Charges _ 
—<— 
Source: Survey 
‘Only Representative cases/cases in which information was provided is presented. 


Treatment of Low income Group Patients 


4.29 


4.50 


83% of the private hospitals and nursing homes charged low-income groups 
(income less than 600 p.m.). However, 75% of hospitals and nursing homes 
provided concessions in fees in treating these patients. The concessions ranged 
from 15% to near about 100%. 92% of the hospitals made referrals to other 
hospitals. Referrals were usually made for patients requiring super-spcciality 
care. 25 percent of the hospitals always ordered investigations for patients and 
also charged interpretation fees. None of the hospitals had any follow-up 
procedure. 25% of them (both the corporate hospitals and a nursing home) 
considered it as a sole responsibility of Government to provide free treatment to 


the low-income group patients. 


| Spl cd free treatment to 
The Ayurvedic hospital, being a government hospital, offered free treat 


their patients. None of the patients were corporate patients. 
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Cost of Treatment as Perceived by the patients 
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Ihe cost of (rectinent as percreved by the patients were revicwed through the 
exit proformas wherein the patients were queried on the reasonability and 


difordability of tac charges, 


Majority of the OPD patients (~58%) were of the view that the charges were 
reasonable while around 30 % felt that they were a bit high. Similarly around 76 
veal (he ta patients fell that the charges were regsonable while around 19% felt 


that they were high. 


Z 
Almost all the patients met the treatment charges on their own. A few of them 


borrowed funds from friends and relatives. A cross section of patients were 
queried on their affordability of these expenses and a majority of them (62%) 
felt that the medical care expenses constituted upto 5 % of their income. 
However, a sizable number (31%) also were of the view that the said expenses 


constituted more than 20 % of their income. 


A sample exit survey was conducted on Patients visiting private health care 
centres to determine the various charges for treatment. Table 4.12 presents the 


ad summary of various charges incurred by the patients. 


Table 4.12 : Summary of Charges Incurred by Patients 


Private Health Centre |Consultation Diagnostic Treatment {Drugs 
= _.__|Cialges 

‘Teaching Hospital 250 ee 
Nursing Home si TOU 300 
Corporate Hospital! 1000 3000 008 1000 
Nursing Home uA gener oie 500 = _ 
Nursing Home - 306 a 
Nursing Home 4500 20) seo 
Teaching Hospital 450 1000 


Teaching Hospital S00] 4s 1000] a 
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Ihe Ayurvedic patients availed of free in-patient treatment at the hospital 


covered. Hence, while the in-patient charges were considered reasonable, most 
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the allopathic medicines. 
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5. ¢occreditation 
This chapter presents the primary survey findings in regard to vallingness of 


private sector for accreditation. 


e+ tee 


Accreditation is a professional and national recognition reserved for facilities that. 
provide high quality of care (Lewis, 1984). It is the process by which an agency 
or Organization evaluates and recognizes a program of study or an institution as 
meeting certain pre-determined Standards. Accreditation is usually granted for 
the purpose of assuring the public of the quality of institutions. The concept of 


accreditation exists in many countries. This is now also being applied to Health 
Care organizations. 
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In Karnataka, and in rest of India as well, the Private sector is more dominant 
than public sector. In fact about 70-80% of the total health care expenditure is 
from the private sector. With increase in demand for health Care, the private 
sector has been growing at a very fast pace offering a wide range of facilities 


and services. The legal regulations have not been effectively implemented to 
ensure a proper regulated growth. 


There is also a wide Variation in their range and 


Presenuy there exists 


quality of services provided. 
NO appropriate mechanism of reliable information 
regarding quality of care. There also exists no adequate system of certification to 
the private organizations. There are no timely reviews undertaken to ensure that 
the standards are maintained. There is thus, an urgent need for an agency to set 
standards, ensure that the standards are met and maintained, and also provide 


information to public to judge the quality of care provided. 


The following are the results Of responses received from 255 respondents. The 


details of the respondents have been Provided in chapter 2. 


Need Feit for Accreditation Body 


‘a 
2.0 Povo OF the respondents lell that there was a need for an dgccreditation body 


which should lay down standards and grade hospitals. The break-up is presented 


i) table 5.] 


Table 5.1: Need felt for Accreditation Body 


Percentage of 
Respondents 


Need for Accreditation Body 
No Need for Accreditation 


ee eee 


Role of Accreditation Body 


a | Majority of respondents wanted the accreditation body to set standards, upgrade 
, standards, assess hospitals for compliance of standards, certify Quality and 


Provide education and information on best practices etc. Details of responses are 
presented in table 5.2. 


5.8 Only 30% of the respondents wanted the body to serve, as a forum for 


consumer grievance redressal and only 24% wanted it to take punitive actions 
against erring hospitals. 


Table 5.2: Role of Accreditation Body 


Role of Accreditation Body Percentage of 
Respondents 


Assess Hospitals for Compliance of Standards 
Assist in Upgrading Standards 88 


Assist in Certifying - Quality Assurance | 88 
Educative & Informative Role 3 
Serve as Forum for Consumer Redressal 
Take Punitive Action Against Hospitals 24 


Aspects to be moniiored by Accreditation Body 


wate id; ity y to monitor physical 
5.9 Majority of the respondents wanted accreditation body tor phy 
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charged by docturs. The details are presented in table 5.3 


Table 5.3: Aspects to be monitored by Accreditation Body 


Accreditation Body Should Monitor |Percentage of 


Respondents 
Physical Aspects 96 
Equipment 95 
Quality and Number of Personne! 
Type of Treatment | 88 
Follow-up of Care Re oor 
Patient Satisfaction 80 


Professional Fees Charges 


Benetits Envisaged 


5.10 Majority of respondents felt that setting up an accneditation body would help in 
Improving standards, aid in certifying quality and help in comparison of 
performance vis-a-vis other hospitals. About half of them felt that it would also 
servé aS ait useful marketing tool, regulate and manage competition among 


hospitals and create a level Playing field among hospitals. 


Table 5.4: Benefits Envisaged from Setting-up an Accreditation Body 


Benefits Percentage of 

2 a. 
Help in Improving Standards | JO ae eee 
Aid in Certifying- Quality Assurance 
Comparison of Performance vis-a-vis 
other tHospitals 

{Useful Marketing Tool 


Regulate & Manage Competition Among 
in 

Create Level Playing Field Among 
Hospitals 


5.11 We feel that an accreditation body would also help in 


¢ Assisting organizations in improving their quality of care 
¢ Méy be used to meet certain Medicare certification requirements 
¢ Enhancing community confidence 


¢ Provichtig a stath ote hon tool 
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Favorably intluen ing) bonds rating and access to financial Markets. 


Willingness to Participate in Accreditation Process 


it 
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Organization of Accreditation Body 


5.13 


Majority (88%) of the respondents was willing to Participate in the Accreditation 


Body. They (92% of respondents) felt there was an urgent need for grading and 
Classification of existing hospitals. They wanted that the body to initially give 


them an Opportunity for self-evaluation and then finally assess compliance by 
way Of an external assessment. 


f 


= 


Independent, self-regulatory, non-profit body: In the discussions with 
respondents regarding the Organization of the body, the respondents were of the 
view that the accreditation body should be an independent body without any . 
Governmental/political interference. The body should have its own 


guidelines/code of governance i.e., it should be self-regulatory. It also has to be 


_ 4 non-profit body managed by professional experts. 


The body should not bring an other sort of ‘license raj’. It should have total 


(ransparency in its process of accreditation. 


Responses of General Physicians/ Specialists 
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5.16 


94% of the respondents (General physicians and Specialists) felt that there was 
a need for accreditation body, while only 6% felt that there wasn’t any need for 


such body. Majority (90%) was willing to participate as soon as it was Set-up. 


Me accreditation body should be an external independent non-profit body 


without governmental interference. 


Ihe body’s main role should be to lay down standards especially the minimum 
standards that are required to be fulfilled. It should mainly monitor the physical 


standards and process factors in case of General Physicians and specialists, 


Majority (90%) was of the view that professional fees and charges should not be 


pworbortecd. 
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b.i7tuiblic-Private Partnerships 


6.1 [his chapter presents the private sector participation in public health programs, 
need for health insurance for low-income group and scope and mechanisms for 


public-private partnerships. — 


Par il ete 


b.2 Ihe Centrak:Government has taken certain steps to combat communicable, non- 
communicable and other major diseases which cause disability not only to 


improve the health status of India’s population but also to prevent and control 
ae ; : ; ff 
disabilities. For this purposes several National Health Programmes (NHP’s) are 


being carried out by the State with Central assisstance. 


’ 
Current Private Sector Participation in NHP’s 
¢ Hospitals 


6.3 Awareness about NHP’s: All the hospitals and nursing homes visited were 
aware of National health programs being- conducted from time to time by 


Government. However only 11% of them could give right answers as to the 


exact number of such programs. 


6.4 Participation: 55% of the hospitals and nursing homes visited indicated their 
participation in preventive programs. But their participation was more by way of 
self-organized camps for treatment of poor people or participation in camps 


organized by voluntary associations, IMA or pharmaceutical companies. 


6.5 Major Responsibility for Such Programs: Almost all of them were of the 
view that major responsibility for such Programs was of the Government and the 


private sector can only compliment the efforts of the Government by way of their 
Participation in such programs. 


6.6 Envisaged Role in NHP’s: None of them were clear as to the role they can 
play in the success of NHP’s. Most of them considered that they help by creating 


awareness by way of participation in such programs and health. camps, and 


health cdneation diming OPD treatment, 
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these programs. 


Government should €ncourage the private se 


ctor to adopt appropriate 
therapeutic norms 


and regimens recommended by the nationa| health 


Programs and provide incentives to develop schemes to finance , train 


and integrate private Providers in case finding, diagnostics and 


treatment for priority health Programmes that are of public health 


significance. 
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Our primary survey reveals that currently 70-95% of patients (other than those 
getting free treatment) across categories of hospitals pay directly (i.e., on their 
own). The patients’ availing insurance cover ranged from 0-4% across Categories 
of hospitals. 


The millions of individuals Paying out of pocket have limited leverage in the 
private health care market. Moreover, the health insurance schemes in India are 
based on an indemnity basis i.e., benefits in the form of cash payments rather 
than services. An indemnity insurance contract usually defines the maximum 
amount that will be paid for services. In most cases, after the provider of service 
has billed the patient in the usual way, the insured person submits to the 
insurance company proof that he/she has paid the necessary bills. He/she is then 
reimbursed by the company for the amount of covered costs and makes up the 
difference him/herself. The indemnity type of contracts accelerates expenditure 
growth and over-servicing and also does not give enough leverage to influence 
the provider behavior. In contrast, the aggregation and application of purchasing 
power in large-scale pre-payment plans could have a powerful and positive 


influence on provider behavior particularly in private sector. 


Current Government Mandated Insurance Schemes 
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lndia has two main systems of publicly mandated contributory health insurance 


A . elas me . ntral Government 
Ihe Employees State Insurance Scheme (ESIS) and the Central G 
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health Scheme (CGHS) and other insurance poliaies arc (rom Government owned 


GiIC and its subsmelranes. 


ESIS: ESIS was initiated in 1948 and became operational in 1952. It applies to 
NOn-Seasonal factories using power and employing 10 or more persons, as well 
as to other establishments that do not use power but employ 20 or more people 
(several state governments have extended the scope). The employees covered 
under this scheme are those earning less than Rs. 6500 per month. Employers 
currently contribute to ESIS an amount equal to 4.75 percent of the wages 
payable to employees, while employees contribute 2.25 percent of their es, 
Employees in the lowest wage group (i.e., who earn average daily wages of up 
lo Rs. 15 per day) are not required to contribute their share. State governments 
contribute a minimum of 12.5 percent of the total ESIS medical care in their 


respective states. 


Though the scheme is extensive in its coverage, it has come under severe 
criticism. Ellis et al (1996) noted that “detailed patient surveys conducted in 
Gujarat found that more than half of all survey respondents covered by ESIS did 
Hol seek Care from LStS facihties for treatment’. Another report by the center for 
Social Services, the Administrative Staff College of India (1996), was similarly 
critical, noting problems with “complex office procedures, abnormal delays in the 


settlement of cases and lack of specialists services, non-availability of ambulance 
vans, and low quality of medicines”. 


CGHS: .The Central.Government Health Scheme was introduced in 1954, It- 
covers 16 major cities and a large proportion of Central Government employees. 
The central government heavily subsidizes the scheme. The employee’s 
contribution ranges from Rs. 15 to Rs. 150 per month depending upon salaries. 
Treatment can be obtained at from more than 300 dispensaries, clinics, 
laboratories and dental units. The CGHS scheme has been criticized for slow 


reimbursement and incomplete coverage of Private care. 


Voluntary Private Insurance: 
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GIC Schemes: GIC's medical insurance consists of several levels of group and 


CIVIC Coverages Cotten ively Prowl by the brand tame Medel. ta general, 
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LNclividal Mery lawn function on an Indemnity basis, whereby the patient 
mMployer on hes/her behalf) pays the Provider and is subsequently reimbursed. 
The individual Mediclaim has lengthy list of exclusions and does not cover “any 


eXISUNG disease or illness of chronic nature”. The policyholders expect large out- 
UI-pocket expenses in the Event of a serious or chronic illness. 

0.160 Group. Mediclaim policies are available to any centrally administered group or 

corporate body of more than 50 persons and are also extended to d 


Benefits are simifar to to thos 


ependants. 
¢ contained in individual policies. Employees prefer 
group Mediclaim policies to the ESIS because the former offers a choice of 
providers. However, ESIS is mandatory for lower income employees and requifes 
lower premium contributions from employers. Thus, emloyers prefer ESIS to 
group Mediclaim. They often use a combination of ESIS for those earning less 


(han 6500 per month and group Mediclaim benefits for those earning more. 


6.17 In late 1996, GIC introduced a low-premium scheme, Jana Arogya Bima, that 
requires payment of Rs. 70 to Rs. 140 P.a. depending upon subscriber, with a 
charge of Rs. 50 for each dependant child over the age of five. The low 
premiums makes the scheme attractive for rural middle class and some urban 
residents who fall outside the ESIS coverage. However, Jana Arogya Bima, 
payments are capped at Rs. 5000 per insured person per annum. This makes the 


beneficiaries to still rely on free care in public hospitals for any major illnesses. 


Primary Survey Findings 


6.18 In our primary survey, All the respondents (hospitals, nursing homes and private 
practitioners) replied in affirmative that there was a need for health insurance for 


poor people. 


O.19 As tegaids ullordubilily of premiums by the pour people, 47% of them felt that 
they would not be able to afford it, 13% of them were of the view that they 
would be able to afford it if they are sure of the benefits, and the rest 40% of 


them were ‘not sure’ as to affordability of premium. 


6.20 All the respondents suggested group insurance. 7% of the respondents also 


ivi insurance here it is meant that 
suggested individual insurance policy. By group insur< 
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ISUraNCe policy should be such that it provides for insurance cover for all the 
members of family. However, none of them were clear a5 to nature of the policy 


and its functionality. 


A sample exit survey was conducted to determine the extent of premium payable 
by the cross section of society. The premium affordable ranged from Rs 300 per 


year (by the lower income group) to Rs 500 per year (middle income group). 
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Need for Public Private Partnerships 
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Most of the state Governments in India are finding it difficult to expand their 
public ei ilies to cater to the growing health care needs of their population. The 
budgetary support to this sector is shrinking and currently most of it is used to 
finance the recurring expenditure like salaries of employees. As a result, the non- 
Salary Component has reduced dramatically. The areas affected most are the 
secondary and tertiary facilities and basic facilities in remote areas. Many state 


Governments are hence, exploring the options of promoting public-private 
partnerships (PPP’s) in health sector. 


The health needs of the community are changing fast. The number of deaths 
clue to non-communicable diseases has increased and are likely to increase 
disproportionately in future. This health transition will place considerable demand 
on the Government to expand and upgrade their facilities in curative and tertiary 


dFcas to Meet the health care requirements of population in coming years. 


Recognising the severity of financial crunch particularly in super speciality care, 
The Government of India in its national Health Policy of 1982 had recommended 

...planned attention would also require to be devoted to the establishment of 
centres equipped to provide speciality and super speciality services, through a 
well dispersed network of centers, to ensure that the present and future 


requirements of specialist treatment are aclequately available within the country”. 


Currently Wi Koy / 
Dahents (] 
sector in the 


private 


Hatake, about 20% of the IN-Pahients and 60-70%, of t} Out- 


Jel Wien treatment lawn the private ©CClor. Given the role of the private 
Stale, there is a need to foster PPP's to influence th 


sector with public goals in mind. 


€ growth of 


Focus of PPP's 
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{n general, the focus of public Private collaborations has been on (Bhat, 1998) 


¢ Developing Strategies to utilise untapped resources and strengths of 


Private sector 


¢ Enhance the Capacity to meet growing health needs e 


¢* Reduce financial burden of Government expenditure in speciality and 
SUPEr speciality care 


¢ Reduce regional and geographical disparity in health Care provision and 
ensuring access 


¢ Reaching to remote areas or targeting specific groups of population 


¢ Improving cfficiency through evolving new Management structures. 


Primary Survey Findings 
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All the respondents were willing to provide free or concessional treatment to low 
income group patients and take Part in National Health Programs, if adequate 


support from Government was provided. 


The support expected from Government was in terms of subsidies, grants, IT 
exemptions, and Schemes from Central and State Governments for free drugs 


and free vaccines. The table 6.1 provides the details c 


Table 6.1: Support Required from Government 


Support from Government [% of Private Hosp 
Required & Nursing Homes 
Subsidies 
Grants rer 


i 50 
IT Exemption = 
| 
Central State Schemes for drugs 
& Free Vaccines 
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“cope tor PPP's 


hom Our literature survey and elforts of other state governments in this regard, 


we feel that the following areas could be explored for PPP’s 


| Clinical Service Tie-ups: There could be tie-ups with regards to hiring out 


services of doctors, management of PHC’s, tertiary and high-tech curative care 
etc. Some of the clinical service tie-ups efforts of other state Governments are 


listed below 


¢ When West-Bengal was facing problems with regard to manning of 
primary health centres, it hired the services of private doctors on contract 
‘basis under the supervision of Panchayat Samitics. 

¢ In Gujarat, SEWA-Rural was handed over the entire primary health care 
services in entire district by the State Government. The Government was 
to provide finance to entire PHC services in SEWA-Rural Project area. The 
SEWA Rural had the responsibility of managing the PHC’s (including the 
freedom to recruit its own workers). SEWA-Rural was to fulfil the same 
targets, which the government set for time to time. 

¢ In Tamil Nadu, the Government took the initiative to invite industry to 
adopt a local PHC, health sub-center or district hospital. The industry was 
given responsibility of building, maintaining and equipping facility and the 


Government was to provide staff and medicine. 
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~ Non-Clinica| AvCaS Of Tic-ups: 


The areas of non-clinical t 
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Many Tike hiriney out 


Ol athibulance hacilities, Contracting Out Services of cutcring 


ing, 
laundry, security etc. The states of Maharashtra, Tamil Nadu, and West-Bengal 


Nave initiated such arrangements, 


Technology Tie-ups: The technologies such as CT scan, MRI are very 


expensive. The Government Can subsidize the investment Or provide other 


NCCNveEs like duly/tax excmptions and in return purchase the services for poor 


people. 
IEC Training: Government can have tie-ups with Private sector specialists fot 


IEC training, CME, updates for conducting regular training programs. 


Mechanism for Collaboration 
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Joint Ventures: In JV, Government's contribution can be in the form of cost of 
land and it can be treated as part of equity capital of the Proposed organizations 
for providing speciality and super specialty care. The Government contribution 
can be in the range of 26% to 49%. In cases were cost of land is less than 26% 
of the total share capital, the government can contribute additional resources to 
meet the requirement. As a return on its equity capital, the facility should 
provide for free care to certain percentage of OPD and IPD ‘poor’ patients. Care 
needs to be exercised in choice of partner and clearly defining the ‘poor’ 
patients. Appropriate mechanisms needs to be put in place to check that the free 


care Is offered to intended beneficiaries. 


Subsidizing Inputs/Providing Fiscal Benefits: Another form of PPP could be 
in the form of Government providing inputs to private party at subsidized rates 
and/or fiscal exemptions. The Government of Rajasthan announced policy of 
providing land at subsidized rates and also included other fiscal benefits to 
institutions interested in setting up health facility. The quantum of Facility 
depended upon whether the facility was to be set-up in rural or urban areas The 


fiscal incentives that were announced were 


¢ Exemption from payment of sales tax on purchases of medical 


"\ 
equipment, plant aac machinery 
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¢ Exemption from payment of octroi on medical equipment, plants and 
machinery whether imported from abroad or other state. 
The one other form of incentive: could be providing finances from banks and 


other state financial institutions at subsidized rates. 


Contracting-out Services: As has been stated earlier, there could PPP through 


contracting out services both in clinical and non-clinical areas. Some of them are 


¢ Hiring services of doctors to man Primary health centres 
¢ Hiring vehicles for ambulance purposes 
¢ Contracting of services in the area of diet and catering, laundry, security, 
# 
IEC programs etc. 
¢ Contracting out high technology services like CT scan , MRI 


¢ Contracting out maintenance of equipment and facilities 


Precautions to be taken for a Successful PPP’s 
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Before initiating PPP’s the Government should come out with explicit policy 


document which should be publicly available. 


The implementing agency with in the government need to be decided — whether 


it should the Directorate of Health or Urban development authority etc. 


Before attempting a single window clearance, the committee in charge need to 
get all the clearances from departments concerned like (Department of Health 
and Family Welfare, Finance, Industry, Revenue etc.) to avoid delays and 


litigation after the process is initiated. Some of the clearances required may be 


¢ Amendments in Land Revenue Act 
+ Exemption orders for offering Sales tax exemption etc 


* Other clearances from urban development authority etc. 


A detailed brochure containing information and guidelines on selection process, 


eligibility requirements, proposed form of participation etc need to be Clearly 
stated and provided to all Prospective bidders. 


All the incentives and conditions need to be clearly stated to the prospective 
bidders for e.g., Incentives like subsidized rates at which land would be offered, 


the location need to identified, any fiscal exemptions and incentives etc. also 
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Issues/ Concern 
pee tal ts TT EELS 
Expanding hightech super Cost 


Geographic Distribution of 


Need to be Clearly tinalized before the Process 


-22 IS iniuated and Provided to al 
PrOSPective bidders. Also, 


specified time-frame, 


Conditions like Making the Facility OPCrational in a 


Cc 


free care to Poor, 


any price specifications néed to be 
carefully detailed and finalize, 


1 before the Process is initiated. 


Finally, public support for the process ne 


litigation after the process is initiated, 


MAPPING of the Private sector is of utmost importance since there is no reliable 


data on the same. 


Policy jssues and policy measures for Public private partnerships 


Unintended policy measures 
implications 


* Protecting poor from 


speciality services Quality catastrophic financial burden 
Demand Inducement e Protecting and increasing 
Unethical practices government budgetary allocation 


to public sector 

e Development of monitoring 
mechanism and appropriate 
regulations 

e Rate regulation (change provider 
Payment system) 

¢ Continuing medical education 

rogrammes 


| Equity Access to 


Facilities facilities e Licensing 
/ * Creating health map 
¢ Various types of incentives 
* Drawing definite plan where 
money should be spent 
e Remote area Subsidy programs 
to allocate 
¢ Creating specialised financial 
ee 2 New fost i pein: the existing set- 
ets i up of financial institutions to 
provide funds to private health 
Care sector for financing their 
new investments in appropriate 
technologies after examining its 
cost effectiveness a 
Pi. D-attorne | Fquity: a sei Se Developing Appropriate financial 
_ Access th bers ol Mechanisms 
ability to meet cost | * Protecting poor 
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Regulatory interventions such as 
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/.Conclusions and Recommendations 


Only 51% of Inpatients & 18% of outpatients were of the view that their expectations of 


service were fully met. 


The abave is reinforced with the fact that 54% of patients mentioned that they would 


surely revisit at the same hospital and only 42% mentioned they would recommend to 


others. 


14% of the respondents were of the view that there is a need to improve behavior Of 
Doctors. 
The quality of Nursing care in private sector needs to improve although it is satisfactory 


Wn) Utban areas as Compared to rural areas. 


Many private nursing homes both in urban & rural areas, employed only “non qualified 
nurses” mainly ayahas given on the Job training. Majority of the Nursing Homes 
especially did not have qualified trained Registered Nursing staff. 


Majority felt that drugs were expensive (both allopathic or Ayurvedic) but were easily 
available, 


Around 38% of respondents felt that the quality of meals provided needs to improve. 


Only 54% felt that the house-keeping facilities (hygiene of hospital, clean toilets, clean 


linen etc.) were adequate. Majority of the nursing homes did not Provide clean linen 
and patients had to use their own linen. 


57% of respondents were of the view that the reception staff needs to improve their 
attitude. 


Most private Nursing homes have basic investigation service facilities. 


Majority of the private hospitals and nursing homes Laboratories are not standardised 


and none. of them are Participating in standardisation programme or accreditated to the 
“National Board of Accreditation of Laboratories. 


Mhe nursing homes do not have ambulances. Quick referral of serious cases is a major 
handicap. 


r Re . : : 
Majority of the Nursing Homes dows Not have proper emergency wards/ ICU or 
eQUIpment or Manpower, At best (hey are suited to give ‘first aid ©. But they somehow 


Manage to retain the patients in “ill €quipped and ill planned” emergency rooms and 
ICU’s. Majority of them does not follow any kind standard protocols on regimes. 


The Nursing Homes dre very poorly planned in terms of space Planning and are 
generally located in remodeled residential houses and also located in residentia| areas. 


No permission: is required to start a Nursing Home from any statutorily body. 


Social Access 

a) Corporate Hospitals cater main! 
people. 

b) In Trust/ Missionary hospitals Majority of the patients belong to the middle and 
lower income group. These hospitals give maximum concession to the poorer 
section. 

C) Teaching hospitals had the maximum number of poor patients (probably due to 
MCI regulations) 


d) Nursing Homes cater to the middle income and Upper group of people 
Payment Category 


y to the upper middle and high-income group of 


Most of the patients in the corporate hospital are fully charged for consultancy, 
diagnostic tests and treatment. A very minimal percentage of them are provided 
concessions, usually in the range of 10 to 30%. 


In hospitals run by trusts there was a mixed trend. A few of them, those run by religious 
communities, provided free treatment to about 20% of Patients and about 50 to 60% of 


patients were provided treatment at concessional costs. 


Teaching hospitals also provide free and concessional treatment to about 50% of the 
| paticnts but the purpose of trcaling free/at concessional rates poor patients is to use 


. 


them as clinical teaching cases for medical students. 


Missionary Hospitals get substantial amount of their funding in the form of grants and 
donations from India and abroad for treating the poor patients. They are thus able to 


provide free and concessional treatment to majority (70%) of their patients. 


Nursing homes usually run by individuals, cater to mainly middle class and upper middle 


class and usually charge in full for treatment. A very few of them are provided any form 


of free or concessional treatment. 
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83% OF The private: hospitals and nursing homes charged low-incame groups (income 


K2ss than GOO p.m.). However, 75% of hospitals and nursing homes provided 


concessions in fees in treating these patients. The concessions ranged from 15% to near 
about 100%. 92% of the hospitals made referrals to other hospitals. Referrals were 
usually made for patients requiring super-speciality care. 25 percent of the hospitals 
always ordered investigations for patients and also charged interpretation fees. None of 
the hospitals had any follow-up procedure. 25% of them (both the corporate hospitals 
and a nursing home) considered it as a sole responsibility of Government to provide free 


treatment to the low-income group patients. 


4 
Majority of the OPD patients (~58%) were of the view that the charges were reasonable 
while around 30 % fell that they were a bit high. Similarly around 76 % of the in- 


patients felt that the charges were reasonable while around 19% felt that they were 


hicly. 


Almost all the patients met the treatment Charges on their own. A few of 
them borrowed funds from friends and relatives. A cross section of patients 
were queried on their affordability of these expenses and a majority of them 
(62%) felt that the medical care expenses constituted upto 5 % of their 
income. However, a sizable number (31%) also were of the view that the said 


expenses constituted more than 20 % of their income. 


The Ayurvedic patients availed of free in-patient treatment at the hospital covered. 
Hence, while the in-patient charges were considered reasonable, most patients were of 


the view that external procurement of drugs is as expensive as the allopathic medicines. 
Presently there exists not adequate certification and standards of care (structure/ 


Process/ outcome) in private health sector in Karnataka. 


There is an urgent need to set up standards, ensure that standards are met 
and naintained. This information should be transparent and on website also. 
The public should be able to judge themselves the quality of care provided. 


Some private Nospitals do carry out Medical Audit internally occasionally but do not 
share this information to the public or to the peer group. The performance data on 
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these hospitals are termed Confidential documents’ by the concerned hospital 
management. | 
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All the respondents suggested group insurance, 7% of the respondents also Suggested 


individual insurance policy. By group insurance here it is meant that Insurance policy 
should be such that it provides for insurance cover for all the members of family. 


However, none of them were clear as to nature of the policy and its functionality. 


We propose the framework of a workable accreditation body for hospitals. We would - 
likes Lo mention that this framework is by no means a blueprint but only the broad sketch 
of an idea. Various factors affecting the stakeholders as well as the existing soefal, 
political and economic ground realities need to be taken into account while 
implementing it. Much would depend on the involvement and initiative of the 
stakeholders. The accreditation system itself should be an outcome of discussions and 
debates on issues of concern among all the stakeholders. Collaboration, transparency 
between related parties and open communication are the hallmarks of the system whose 


framework we are proposing. Only then would it be meaningful and viable. 


Proposed Accreditation Body for Hospitals 


OBJECTIVES OF THE ACCREDITATION BODY: 


‘coe 


Assess whether hospitals comply with standards and provide recognition to those 
that do. 

Upgrade standards in the light of a changing health care environment 

Assist hospitals to upgrade their standards 

Play an educative, consultative and informative role | 

Act as a bridge between the various stakeholders and provide a platform for 


continued dialogue. 
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CONSTITUTION OF THE BODY: 


The establishment of such a body calls for representatives from the various 
stakeholders involved in health care delivery. This is necessary in order to make 
the system acceptable to all and to ensure its creditability from the start. The 


specific qroups that we have identified are as follows: 
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Representatives from the hospital owners 


Representatives from specialists’ associations 


Representatives from professional associations 
Representatives from consumer organisations 

Represeien fam from) Non Governmental Organisations (NGO) 
Representatives from the state government 


; ‘ 4 . 74 
We feel that once the system is functional, representatives from insurarice 
companies, financial institutions as well as legal professionals could be included. 


This would further establish the creditability of the body. 


STATUS AND STRUCTURE: 


We see the accreditation body as anon-profit, registered and autonomous entity. 


At a later stage, when the body has achieved stability and creditability, legislative 
support could be sought. 


We visualise the body with a Governing Board at its helm. It would be a 
statutory entity entrusted with the responsibility of managing the body. It would 
be a final authority in decision making and an arbitrator of major issues. It 
would frame policies intended to develop the system and fulfil its stated 
objectives evolving a consensus would be the principle guiding all decisions. 
When serious differences of opinion occur, however, the majority would have to 


decide. The Governing Body would have to meet at least four times in a year. 


The Board would comprise of nominees of representative associations and 


Organisations as well as government and other stakeholders. In its composition, 


it should allow each of the stakeholders to be equally represented. This would 


prevent the Board from being monopolised —- and overtaken — by dominant 


Stakeholders, Vhe composition of the Board could be changed every two years 


with a fresh set of nominations. Totally, there would be 7 to 9 members. A 
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lhe composition of the Governing Board Could be comprised of the following members: 


ne representative each from hospital owners’ association 
One representative each from a medical association 

One representative each from a two specialists’ associations 
One representative from the Nurses’ association 

One representative each from consumer Organisations 

One representative each from NGOs 

One representative from the state government 


FUNCTIONING: 


The main function of the body would be to assess whether hospitals comply with 
set standards, to assist them to upgrade their standards and to play an educative 


and informative role. 


To carry out these functions in an efficient and effective manner, staff needs to 
be employed. The staff could work either full time or part time depending on the 
availabilily of finances. There would be a Director assisted in turn by four 
Assistant Directors in charge of handling specific aspects of functioning of the 
an creditation system. In other words, the four Assistant Directors would be 
individually responsible for the Assessment Division, the Educational Division, the 
Marketing and the Administration Division. The number of staff assigned to each 
division would be dependent on the nature of work. Each division would be 


responsible for the work in its own area. 


This vould be the constitution of the Executive Body. The Executive Body would 
be accountable and answerable to the Governing Board. It would be entrusted 


TF Ntir » decisions he Governing Board. 
wilhi tlie responsibility of implementing the decisions of the Governing Bo¢ 
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Assessment GdivisiQi} 


This division would evaluate the compliance of hospitals. Two methods would be 
employed to assess compliance: self-evaluation by the participating hospital 
followed by an external assessment. Reconsideration of assessment findings 
would also be handled by this division but with a different team of assessors. 
Different assessment teams would assist this division. A team would consist of 
(wo post-graduate doctors, one health administrator and one health specialist. 
The assessors could work full time or part time, depending on the finances, but - 


would need to undergo training in the method of assessment. 
mA 
Standards with regard to physical aspects, equipment, qualification, number of 


personnel employed or attached, type of treatment and follow up of cate would 
have to be assessed. The body should not only set minimum standards but also 
periodically review the same, considering the changing environment and the 


existing ground realities in which the consumer and provider co-exist. 


One area of prime concern that the accreditation body should include in their 
assessment is consumer satisfaction. It is necessary to develop a framework or 


guidelines to measure consumer satisfaction in a scientific manner. The fees 


_ charged by the hospitals needs to be examined and linked to the size of the 


hospital and the kind of services and facilities that are available. Most 
importantly, the needs of the Provider and consumer need to be balanced. 
Initially, the accreditation body could start monitoring physical standards but 


then gradually move on to Process and outcome standards. A handbook for 


hospital standards, depending on the size, kind of service and facility offered 


_ should be developed. This, in turn, would assist in the Process of accreditation. 


Educational division 


The accreditation body would assist hospitals to upgrade hei They would 


be aided in. this by a group of experts from various concerned with hospital 


Management. A participating hospital wanting to upgrade its standards could 


avail of the services of this committee. The focus would be on educating and 


Proving IborMalion to. the interested hospitals, Furthermore, it would hold 


bectilar workshops, training ~CSSIONS and seminars in fulfillment of the o! 


OF the accreditation body. It would also assist in disclosing the assessment 
findings to the public at large. Disseminating the list of accredited hospitals 


could be one way of doing this. This information would be educative for the 


providers and informative for the user. 


Marketing division 
4 
This -division would lie at the interface of the accreditation body and society. 
Among other things, it would be involved in public relations, advertising, 


consumer education and creating awareness among the stakeholders. 


Administration division 


It would be responsible for general administration, which would encompass 


| finances, human resources, operations, documentation and legalities 
The Accreditation process 


PRE-SURVEY 


l. The hospital first submits and application to the accreditation body together with 
fees for survey. 
ae. The Assessment Division determines the appropriate standards for the 


participating hospitals. 


i The Assessment Division provides self-evaluation schedules, forms, scoring 
guidelines etc. to the hospital and collects them after they have been campleted 
by the hospital. 

4 The Assessment Division analyses the self-evaluation schedules and forms filled 


and returned by the participating hospital. 


The Assessment Division co-ordinates the assessment schedule and procedure or 


ne 


protocols to be tollowed. This includes setting the survey dates, assigning an 


assessment team, the length of the assessment and setting the survey agenda 


with the hospital. 

ON-SITE SURVEY es 

1. The assessment team gathers information by observing structures and processes 
in the hospital during visits to different units and departments, while on a tour of 
the building and by interviewing patients, the hospital owner or administrator, 
the clinical and support and, finally, by reviewing records and documents. 

z The team uses the information thus gathered to determine whether the nospital 
is complying with standards for various functions. These functions could be 
patient focused (for example, assessment of patients), organisation focused (for 
example, organisational performance improvement) or structure-and-function 
focused (for example, procurement of appropriate equipment and _ its 
maintenance) 

E¢ The team identifies the areas of Partial or non-compliance with standards. 

4. The findings fram the surveyors in the team are integrated into a single report. 

>. 


The findings are reviewed and validated with the hospital owner or administrator. 


POST-SURVEY 


l. 


The self-evaluation of the hospital and the findings of the assessment team are 


validated by comparing them to the scoring guidelines. 


The accreditation status and the appropriate recommendations are determined - 


Unough a number ol Slages. These aie: 


? ae 
2.1 The complianc. MNdiIngs are aggregated to generate an accreditation decision 
yd. This is essential as hospitals otfer different kinds of facilities. Moreover 


each facility would have an individual score of compliance to the set st 
If there is 


andards. 
a high score in one facility and not in the other, the tota! average for 


that hospital vould still be high. Would this then be truly reflective of the 


standard of that haspital? A decision grid would provide flexibility in determining 


the final score such that it would be as close to reality as possible. 


[J 
i) 


The level of accreditation as minimum, optimum or excellent is determined. 


Also, whenever necessary, recommendations are made. 

rs 
If indicated, the findings and final decision to be taken by the accreditation body 
is reviewed, ) ’ 


i) 
CJ 


UJ 


The Accreditation Report)|(containing the accreditation decision, accreditation 
decision grid and consultative recommendations) and the derived performance 


report (for public disclosure) are sent to the Participating hospital. 


4. Should a hospital challenge the accreditation findings or decision, an appeal may 


be sent to the assessment division. 
PERIOD OF ASSESSMENT: The assessment could be done every two years. 
FINANCING 


, During the initial period of three to five years, the accreditation body can depend on 
grants, but the long-term objective would be to attain self-sufficiency. Corporate 
houses, insurance groups and various associations could be approached for funds. The 
costs could also be reimbursed in part by the participating Hospital, which in turn could 
be used for developing the system. The constitutive elements of the system, namely 
the representative associations or organisations, could contribute to a corpus fund. 
Thereafter, other incentives could gradually be offered to the participating hospital to 


help expand the coverage of the accreditation body. 
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ANNEXURE - | 


Private Hospital Proforma 
Government Hospital Proforma 
Private Practitioners Proforma 


Exit Proforma - Patient Satisfaction 


pga Hospital Proforma 


i District 

-. taluka 

»  bown, Village 

4. Name al the | lospital 


>. Address 


Pin Code Telephone : 
6. Your of establishment 
7. The Institution is run by 


- ¥rust 

* Religious Mission 
*  Keegistercd Society 
* Limited Company 

* Partnership 

© Individual 

* AY other 


Pee ets Stall: Give details of specialists etc 
* Professional (Consultants) eee lull Time 
" Non Professionals (Support Staff) ------ Part time 
OV ; 


Paunainisvaien ©...  . «<a 


9. No. of Beds Provided when started/ 10 yearsago ——=----- 


No. of Beds Curent" ——"————CT eee 


er _,_  _, _ 


—_— 


cach Income Group (Rs 10.000 pin.) 


er Middle Income Group (ks 5000- Rs 10.000 p.m.) 


ooo 


cs of Boas Average Occupancy 


Cy ii a DAA os 


EE 


Mocneral Ware 


Semi Private 


VIP/Delux 


Others/ specialitywise 


Any tree beds 


i Working Hours (OPD /IPD ) : 
* Morning ; roan 23 1: 
= [evening , Fron: To: 
Utilization of Services 
* Average datly OPD Attendance------- PAG CASES «ae, ReRGet CASeS...... 
* Average occupancy of beds == --- 
«  AVermiee feneticol stay of patients when adiutted ........0.2.. 


Prolile of users of services 


ocrage number of patients per day : 

eek Se oS Ss ee 

 orgakup of Male/Female 
Jame Croup Profile 


° sie Se Income Group 
ee Bete ep oe 


dle Income Group (Rs 3000) Rs SO0Q p.m.) 


cr Middle Income Group (Rs 600-Rs 3000 p.m.) 


oe ee 
/ineome Group (Rs 600 p.m.) 


~ 


coup Prafile 


t.rctp 
4 j "oof total patients 
——_—_— = en 


ee 


| 
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| 


serage Distance of Residence to Hospital 
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ee Distunee 


km 


“eo Of Cotal pationts 


1O km 


10 kin 


"o OF otal patients 


oo 


son Corporate Patients | 


rr a en ee 


“a Of total patients 


—-~ —— ae - +e ~ a+ - 2 ee a a a 


larst Pine Visits 


—— 


Repeat Visits 


5 


susportition facilities to reach clinic 


if Sina NUNII TE Rect ccs = — ong ee tier ie Se 


“oe of total patients 


Own Vehicle 


Ics 


—_— —— -s. - —— eee eC —- 


Auto’ Pant 


Walk 


iJ a | 
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ene Cee oOry\ 


bees Chargesd: 


ene 


Percent of Votal Patients 
Consultation Diag. Pests lreatinent 


Payvirent 


|| ill charges 


( onecesstomal charges 
} a 


rf rec 


{ 


Urine bexaim. 


Stool Lixam, 


Blood Urea 


Blood Sugar 


Test N-rity 


Private Shared 


Private Single 


VIP Deluxe 


Preatment of Low tneome Group Patients (< Rs 60K p.m. tmcome) 


fe lees charged ; (Yes No) 


HE MN CONCESSIONS Given : Ives. how much" --- 


sre any referred to other doctors/hospitals ? (Yes / No) 
it ves. are these referred hospitals of any specific category ? 


\re drugs given tree or charged 2? Any categorisation of drugs for charging (¢.@, some drugs are Iree. wit 
vertu are charged at concessional rate ,? 


it (ree, does consultation constitute of Sf 


minimal advise and tree drugs or 
only referral to other doctors or 


complete treatment 


(7a sou always order investigation for these paticnts. - Yes/ No 


Where do vou refer them for the same : 


\re there any Interpretation Fees for these references ” if yes what % 
Who pays for the investigation : 
Piticnt 
- Hospital 
f- Others . . 
Average no olf investigations ordered for cach patient / all patients 


. vd ny . S . . at Og ee . 1 j ‘y* oe 
Vhiatis the follow-up procedure followed for these patients i treatment is given‘ 


. 


. Cae pee ‘these low-income patients 
vhatin vour opinion should be the role of the government be for treatment of these low-income patie 


% ; saye ‘ ' . a= “ 1 . mee ‘| >} . \ |) » 
hat role’ factors do vou cnvisave for yourself in treatment of these patients : Should the responsibility be 
ial Me ‘ : _ vel J 


ol the government 2 
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> ehh ED EE TO? 
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ech Prom other aucnedes 


EN CHA PUOL, EEC HIN chemes. Central State Schemes fo drugs. bree Vaccines cle 


ay vou feel there is need for health insurance tor all grade of people (Yes/No) 


coat kind of health insurance would vou advocate? E.g. Group Insurance ete 


/Will such patients be able to afford premium, 


Pricing 


oT] 


aticnts 
Nursing 
Pood 
Special nursing 
Investigations 
Medicines 


Outpatients 
Reeistravion 


Pirst vasa 


Kepeat visit 


Investigations 


Nledicines 


Surecry 
Ont 
Surgeon 


Consultation 


(YON CHHINCHE COPPOrate bodies cleyy | 


uibsidtes. 


thos thile Hitters. Protile 


tipper muidadle ihicome eroup S000- 


| — __ Ineome Groups Nat The ee 
lily bicaome Lroup KQ000 ; is — ~ 
Se eo cee | 


LOO0O0 


Middle income vroup 3000-5000. | 


Lower middle tueome vroup 600- 
alee 


Low income group < 600 


-_—— 


Pootaal 


Sree 0 a oe enmetmmemmpeenes 5 i a/soaees 


AL. - Malaria 
o> Tuberculosis 
- Ciastvocntertis 
d+ Paediatrics 
od Cardialogy 
© }H-Mother & Child 


Payment percentage of the following : 


“ of total 


Card MCT Pacd 


atients 


} 
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Gy 


u HP increeney SCrVICESs 
Panty Welfare Planning 
3 Cieneral Surgery po seed 
— ee 
+} CGiastroenterolos Pre 
; SS 
¢y 


S Neurology an 
} 


Prrccliatries 
Ay Pathology 


Phystotherephy eS 


vcrvices TH thie Lolfowainig ateas are offerce i 


ndicate Whelher or tel 
lis meony is pertormed under cach ol Ihe given areas, 
| fo Pia eres Piactemaiailibidty| 2 : aie cteeinn mmmmnmmamnen eal) _— 
: Hcpartinenl Speciality Ven [Na Whether surgery ts alse 
| (1) a performed 


I stEE nS 
lee =. 
+ Se thal Sd 


K arcdiologs 
Cosmetology 


Dcntistry 


Dermatology 


Diabetoloey 


. Ncurosureery 

- i = 
y Neonatiloey tae 
Oneoloes 


Ophthalmology 


Obstetries & Civnecology 


ecu | | 


— 


. OU Hievssportaal 


\isw tie 


eee madicate whether the follow tne Licilities wave available in Your hospitals 
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INT \ E (ile Pace Mar C18, UE 
analysts 


bcirlo 
wardiography 


.. lolter Monitor | See 
Sr it te 
ECG 

KISIFOCO \ bat — 


Lo Ss > 2a 


Wlerey tex cc 
Bio-chemistry 
lab 

a.” 


) Pathology tests i |- eed 

E- itcamo Diatysis | [| oP 
Pap smear Re Ane 
Foetal monitor (RR - 2S 
I lormone test |. te 
MRI RE 
Bronchoscopy SSE 
"TP Sean 


EE a a ee 


Te i| detlities 


lreaudimiaal 


ie 


I. - \lalaria 

- fuberculosis 
Cristrocntertis 

le Pocdtatries 

I- Cardialogy 

H-Mother & Child 


Jovou have un emergency ward be No 
, ane | 
kovouhave an ICU Yes No 
sunber of beds in ICU Uf more than one ICU, mention beds (ICU-wise) 


vcution of ICU) (mention the Hoor) -------- 


‘ \ ** 7 
ovested the meht kind of latest technology, medical CQuipmienl Ver oe 


ay vadhi PRENG US 


\ ~ eT ENG EN 


Sv w JY ww 


Te. tard CALL 


> 
Vas cost of technology the major rasons for not investing Yes No 
Q id vou carry outa cost benelit analysis before deciding on choice of medical equipment 
8 oo vou have a overhead tank Yes —Ne 
Ives. what is the capacity of the overhead tank ----------"- (litres/eallons, specif) 
9 | low do you cnsure safety of drinking water: 
3 Do vou supply hot water for bathing = Yee Ne 
g Doyou have a generator for power supply ? Yeu 40 
9 oes this hospital have an elevator ? Yes No 


Qecily number i more than one is available) 


Does vour hospital have a dramage connection? Yes No 


4 Vhen did yo get the drainage connection (specity year) yes 
9 is there a underground sump ........ If yes, capaci 
® ie there a laundry” Yes ve 
D> . 5 
Woes your hospital have space for washing patients’ cloths? Yes Ne 
SS é 
Does your hospital have play-area for children ? Yes. No 


‘las your hospital been declared baby-lriendly by the govt. of Karnataka’? 
~ avhen was it declared baby-friendly (mention year) -------------- 
I 


io there a pharmacy within the hospital premises 4 


voces tt Store breast mutk substitutes’? 


- |0- 


Mow many ambulance vans does your hospital have 2 


Do vet tive anabulbanees 2 
Pocs. how many on hire 


Whe vives you on hire? 


dew mouch do you pay for hiring ambulances 2 
ft 


) .- . . . . . . ) 
Give details of nature of payment arrangement; whether it is based on per trip. per day basis. monthly. lump 
tin plus charges per trips any other arrangement, specify) 


Jovou have any contract with other hospitals (lor referral purposes only) Yes No 


f Yes. mention those referral services and names of hospitals 


Name of hospitals Referal Service 


4 rd : . . “7 mena ° . e N ) 
oo vou have any contract with diagnostic centres : Yes 


ou 


Oo © 


ow 


WI © 
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es whiel of the following services 


doreferral centres, W ith address) 


Referal Service 


i ft JItrasound 
pFsatnenior [a 


do vou receive interpretation charges for referral? 


Do vou have government doctors servicing as consultants? 


¢ 


v4 ? mee. 
ives. mention only the number of doctors under each specialities ) Yes 


2 «Bl, Specialty Number 


are refered to an outside diagnosiic COMU es (please eH TOD Nang 


es = 
ttional tlealth | POSruIS 


nb IWadlde Ni : = 3s : 
u Heol Nattonal tleatih | reerams Of Government of India (Yes / No)? 


iy 


many such programs are there > 8/10/13/20 


wach are these programs .. List as much as you know. 


ou participate in these programs ? Yes / No? 


ees? then to what extent 2 pls. provide details on reach, etc 


COU participate im preventative health? Yes /No 


r 


r 


hooare the program organisers ? 


mMvomany such programs do vou attend ina month? , 


Program Organisers (Self, INA, Voluntary Org | 


epdicrake Ne, «Be 
= ae oe a 
; 


a A a a ee 


de veucreabe awareness of health problems in your patients % 
5 curopinion who should take the responsibility lor spread of national health programs? Should it be lin 
ye TeVETHINCTH levelor should the private seetor play a key role? 


, frit role can you play in propagating these programs ? 


) re vou aware whether the other private Hospitals / Nursing Homes participate in National health 


J rouraums, ? 


ves te Govt, health functionary (Doctor / health worker) ever visit you & discuss these programs Y/N 


these discussions meet their objectives ? Do the health functionary have clarity of thought and plan” 
“devour recommendations on the same 
4 


the Directorate of Health Services invite you tor CME! Training of their programs? 


VHecuive ty the training in terns of attendance. usefulness and content ? Pls. comment 


Ss ouattend any CME/ update programs ”? 


i fast CMT: attended by vou: When 


2 2 ee ae eae be ® Kh 6 aa 


wiare the sponsors of these programs? — IMA/ Rotary, Lion/ Pharma Comp. Med. Collee 


— 
~ 


G 


» “Sentof epidemic / national calamity do a Govt. DHS co-ordinate or seek help from you ? Yes / No 


stim what manner Pls. provide specific examples 


europinion do people prefer you over Govt. doctors/ hospital: yes / Nor . If yes why : 


“Price factor (Affordability) - low/high 


by Prompthess of service / Quality of service 


OO) Availability. Accessibility 


: . , ag y ; j 
| or Family Wellitre services 2? Yes No 
|. sour hospital recognised by the government tor Family Welfare servic 


‘ . ") i 4% | 
i VOM TOCCING GEN SUP pPOrt from the COVCTHINCHE Yes No 


ox specily nature of support (grants for construction or improvement of hospital) 


o oeneral Questions 


oo You have any contract with any private or public sector company for treating their patients ? 


# 


7 
° 


cuve detuls of your contracts) mention names of companies if possible, duration of contract, payment 
Hiodes, fee structure i declared. etc) 


Does your hospital have a published fee schedule for 


Soom and board charges Yess Rip 
! aboratery procedures Yes No 
— onsultations , i No 
wy package deal/health scheme ? Yes in 
Surgical / other procedures Yes No 
4 
Can doctors in this hospital set fee levels by themselves Yes. No 
a 


- lhe 


Clove. Doctors Proforma 


Pecaten of your hospital PHC CHC. TLL Di 


7 
I. Name 
NEN : Age 
za Address P 
J Qualification 
University 
Year of Passing 
Year al Revistration 
4. Did you join Govt. service immediately after graduation Y/N 
Ino what did you do 
Year of joining Govt. Service 
3, Since when have vou been Working in this PHC/CHC/TLIVDH 
6. What is the nature of your work ? Professional / Administilive / Others 


wit ee SeeeeL 
Do you have a separate private practice atier working hours ? (Yes / No) 


ro I yes how many hours of private practice and year of starting private practice 
location of practice : 


- Within hospital premises 


. Iexternal 


8 Patient Profile of your hospital : 
Average number of patients per day : 


") breakup of Male/Female a 


i A i Ao ee 


lreome Group Profile 


a al 


nts 
fneome G iroup Ay 4 of tot: iL pa tien if 


| High Income Group (— Rs” 10.000 p.m.) 


| Upper Middle Income Group (Rs 3000- Ry 10,000 pan.) 
‘Middle Income Croup (Rs 3000 = Rs 5000 p.m.) 
Lower Middle Income Group (Rs 600-Rs 3000 p.m.) 


| 

| 

| 

| Low Income Group (< Rs 600 p.m.) “i 


otal 


Age Group Profile 


Age Group 


>-10km 


10 hin 


“A 


» Of total patients 


— |} — ‘sae 


[ corporate P: Wients 
* ae op-<neinpesee 


“Nag + Corporate Patients” 


Re. sae = 2 


OPD 


——— = 


In-paticnt Ce {Se 


Treatment Details 


“ - 
tee ee ee a 2% al fotal Parton ts ) 
lL test lite \ INTIS oe | 


Repeat Visits a ~ | 


Auto/ Pax] 


re re eee 


Walk 


Direct/Own 


a. 


Company 


Health Insurance 


Any other 


What are the prevalent discases in this area ? 


Disease Frequency * 


K | High 


A ~ Alwavs.. S — Sometimes, I - Rare 


Intensity 


Med 


A 


A ee 
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Whatus the avernmee dark OPD attendance mvour PHC/CHC TEP DH 
how many average nimber ol ites do Vou prescribe Per perbicni 
\inong the drugs. which are the commonest vou prescribe by percentage : - 


Inyechrons 
Analgesics 
Vitamins/Ponics 
Antipyrectics 
Antibiotics 
llormonal 
Others 


Please indicate composition of patients treated recently (ast 6 months) 


Same Village / Town ; 


Netghbouring villages ? ’ 
[istrict 
What ts the % composition of home visits vis-a-vis treatment in hospitals ? 


Llome Visits 


Treatment in Hospitals 


tne eee 


14. 


15. 


1G. 


What ts the procedure for dealing emergency cases ? 


What are the total number of actual hours spent by you per day in treating 
patients ? 


Does the hospital operate in shilts ? Please indicate shift timings ’? 


Are user lees chareges/fees collected 2 Yes / No 

IH Yes - mode of collection : 

Billing Counter 

By doctor . 
Others 


On an average what proportion of your time in the hospital do you devote to : 


Patient care 
leaching 
Administrative work 
(ther work 


Total my 


“0 


IN ly the renters a pen Palients sal 


‘& hespotistbility a] Cro lhosputial ‘ \, 
1") lhow ¢ D cars i 
MN STL Prietitioner hospitily help in realment of poor paticnts, 
ma 
Be | Wihaet are taste anes : 
Hare the advantages vou see in SOVermmMent service as a contrast to Private practice? 
mitare the factors that hinder your day to day functioning in providing health services 
lo the people? : 
¥, ate “yey ‘i Wt ‘ 
21, 7 What are the norma! problems faced ? 


Qn OPp) day 


; 
On ward day 
On operation day 
Referrals 
ie 7 he { . -s bd aad ° . ey c | 4 ; : ‘ 
pt Under what circumstances do you refer the patient to other institutions ? 
Where do you refer poor patients 
- Pvt. Clinic/ Lab 
Pvt. General hospital 
- Teaching hospital 
- Other pvt. Institution 
other govt. institutions 
“AF No. of such above relerrals ina month out of total OPDS* YOU SUC ------- (----"%) 
ms Do these Pvt. Inst. charge these patients on the tests carried out or are they free or any 
concession given ? Pls. indicate extent of concession if applicable 
3 9 Do vou feel investigations are totally important: for poor paticnts — Yes/No 
Chive reasons : 
a2. Do you receive any interpretation fees for referring your cases to pvt. Institutions. 


: ; ° . rI.. apse > . 7 otters eae’ 
13. Do you get any feedback of your referral cases as follow up. Pls. indicate type of feedback 


> 
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i vtermal Interaction 


es 
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36. Do pvt. Institutions invite you to their hospitals or health centres 


¢ 


5 


37. Does adequate academic interaction with other doctors take place ? (Regularly 


38. 


Information regarding medical services and facilities under your jurisdichiot 
4) No.of Put. Practitioners (GP Specialists) In Vvour area 

hy No, of Pvt. Hospitals / NEPin your area 

ce) No. of Vatdyva/ Takin 

dy No. of Dais/ Godmen/ Others 


How do you interact with pvt. Doctors! Inst. or do you interact at all. 


} 


for 


Seminars/ interactive discussion ? What is the frequency (Regularly/( Yecasionally / 


Never) 


Oceasionally/ Never) 


Have you seen any medical representative visiting this area? 


Hospital Paciities 


A: 


40. 


41. 


Total No. ef beds in your hospital ; 


Total number of beds attached to your unit : 
Is the number of beds sufficient ? Yes/No 


- Hono. then how many do vou suggest? 
- How many beds were full on OPD/ Emergency day? 


- Are there incidences of patients being on floor ? How often ” 


What other facidities do you offer to the patients ? 


ty s 


i, 


CMI s/ 


) : 
Peeve bay cay Other protesstonal stall te help vou 


1s 


Whether you dispense medicines or Prescribe them 


th Prom where do You buy drues ? 


Cave details 


46. According to vou do the pvt. Hospital give quality services to its patients 


47. Are you satistied with the competence of your nursing staff 


: loa large extent 
- Some hat 


s Not at all 


45. Are you satisticd with the competence of your junior doctors 
’ 
- loa large extent 
- Somewhat 
- Not at all 
46. Whether the stall is sufficient for your unit Yes/No 
If no. what type of staff is not sufficient ? 
For what functions ? 
Give details of posts lying vacant in your Dept such as Name of post, reason, 
how long? 
F ao“ - . ena Ree. a “ “yftaer -9 
47. Are all essential medicines available in your Hospital for indoor and OPD patients * 
IS. List cerium essential drugs that are most commonly prescribed but are not available in the 
“te, mG. . ae ° 


hospital ? 
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\WWhat problems da vou tice im Ihe operation room with reference bo the asagkabalits 


5 ) a , ® ‘ . 
CH pHicnh pawer. and stall support. Please ehiboriate. 


Give frequency of breakdowns of essential equipment used by you. 


Pay 
4 


Name No. of breakdowns per month 


Reasons for breakdown (Please tick) 


Unknown 
Mechanical 
Neeligence 

Careless operation 
Lack of maintenance 
Long use 


ee ee ee ee 


Please give list of important (mustjequipment, which you feel that your Department should have. 
> Ab equipments / expensive ones / small but essential ones such as BP ete. 


Naine ol equipment 


o— ee + em a ee ee 


Function of ce Wipment | 
e | 

1 

i 


—————___. _____ 
! 


> 


No. required 


’ 
lease ving details of SUI POCO DN ine tise. 


\ 


) tte at CUP Wane | Na 2 a is, isso WA 'fecses y Bes 
titisca | | 7 


/ 
| 


Reason for machines lying unused (Please tick) i 
Uniustallee ‘Ss ) 
Obsolete > 
Malfunctioning constantly i. 
34. Please vive details of machines installed but ving unused due to lack Of trained operators — 
Name of equipment oe Its use Since When ? 


35 What ts the frequency of power failure in your Dept. per month * 
56. Is there any water problem ? 
' ; ir Ly be . “! 4 “ 
SS. a) Are vou satisfied with the reports available from other Depts: Yes/ No 


b) Ifno. then 


; : a ee ) 
Name of Dept. Reason 


§ 
O Whatare cleanliness standards i cour wards, operation theatre, OPD 


elue Word Operation Satay 


lheatre laciities 

i) bxceten 

2) Grol 

3) Acceptable | 

4) Quite dirty 

SS) Extremely dirty 

What can be done to improve this ” 

? 
61). Are vou satishied with the facilities available in your unit ? Please give rating to the 
following ? 
Very satisfactory Moderately Low Not Satisfactory 

Stall 
Equipment 
Medicine, dressing. 
Support service 
Ward service 


Operation theatre 
61. Whatare the phenomena endangering patient care ? 


a ..% 7 a . : - . A ‘ : . es as . 5 . . . ° . | ‘ 
62.Are you satisfied with the equipment sterilisation facility of the hospital ? (Yes/No) 


Hono. please explain 


« hE} 


3 Dr vate sce tn, ptaal 


HCCQHHEC titection ? Yes No 
OF, DO VOU see Wound tmbecton ? Yes/ No 
Whit as the rate Ol WONSConagal Mlcction - (1°. £4ee ri 
How common is jy a 
Very Common (> 50% OF patients) Frequent (30-50%) 
Uncommon (10-29%) Rare (2-9%) 
Very rare (20) | 


64. Are you facing any difficulties in the Casualty Dept/ Emergency Warc¥ Intensive Care Led 
(Yes/No) 


. . . 4 
If ves. specily . 


What is the time required for admission and treatment lo be started 


65. Are vou satisfied with the quality of drugs, dressings etc, supplied by the hospitals ? 
(Yes/No) 


o 
—- 
. 


If not. specify e. 


1) Drugs are substandard 
2) lrregular supply 
3) Quota insufficient 
4) Any other 
66. What steps do you take to overcome hou-avatlability of drugs/ medical Instruments, etc. ? 


Please tick : 
(a) You report to authorities Action ts laken 
(b) You feel that there no use of reporting No actipn is taken 


« Nasother. please specily 


’ ' = . ror vd . ) U ae ed & ; yer “yee e . ? bd 
07 Do you think of fate patient care has improved or deteriorated ? Please give reasons for 
Vour opinion 


: < oe a a: ) 
68. [ave you any comments on inter-departmental co-operation “ 


re ks ME. Wy a 
69 ts immediate action taken on your complaints by the Administration 2? Yes/ No 


. . %~ “a Te Ns \ , . sae a 
70. What administrative steps do you sugeest so that no patient becomes a victim of neahivence * 
/ . ‘ ‘ : ‘ ‘ . » és be 


TL What hind ob statistieal niformation ts minted and avaiable with reaard to sour 


de pa tinen 


69. [low satisfied are you with other supporting departments ? 


Departinent Satisficd Not Satisfied 
N-IRaN os mamma: 


Patholovy 


Anaesthesiology 


Health Programs 


# 


70. Are the pvt. Doctors’ hospitils aware of national health programme & do they take part in it. 


’ 
71. Suggestions to improve the role of pvt. Doctors/ hospitals in treatment of poor patients & 
national health programmes. 


72. What should the Directorate of Health Services do to increase the participation of pvt. 
Doctors/ hospitals in overall health development of people. 
76. Do vou think there is interference from politicians 2? Yes/ No 
Does italfect health services to patients ? Yes/ No 


Please elaborate 


77. Any other instructions/ suggestions you would like to give : 


a 


SMIALITV & ACR. OF TMEALTILPCARE 
Survey of Private Practitioners 
I. Background information 


Name of Doctor 
— ee ee 


Qualification & Year of eraduation 
- S es) ae 


Address of clinie/ Consult. Chamber 
 - ee 


Vatuka 
listrict ft 
locaton: Urban./ Semi Urban/Semi Rural/Rural 


Number of years of practice 


Type of practice : General Practice/ Specialist Speciality Branch: 


Whether empanclled or not? (Yes / No ) 
I Yes: By Company/ ESIC / Insurance company 
Consultiney at Clinte only/ Llospitals only /Others 


Hospitals associated with 


Name Kind of Association 


Visiting lull Time } Part Time | On Call 


7. Patient Profile : 


Average number of patients per day : 


*) breakup of Male bemate 


Jere haee 
ae a 


' * pu 


LT 7 


fneome Group Profile 


i ome Grom 7 a Per patients 
High Income ( IFOUP | Ry 1000 pm.) aoe, Se : : 


a LAs ) 2a Clot SRE Re 8S ne 
| Upper Middle lncome ¢ moup (Rs SOO0- Rs 10.000 p.m.) 


| Middle Income Group (Rs 3000 = Rs 5000 p.m.) 


Lower Middle Income ¢ rOUup (Rs GO0-Rs 3000 p.m.) 


low Income Group (< Rs 600 p.m.) 


_ tt _—— + 


Votal re 


-lge Group Profile 


Age G roup 


————— 


“Zo Of total patients 


—— ee 


Average Distance of Residence to Hospital 


i Ave. Distance “% of total patients 


: 5 kim 


3-10km 


oe " of total patients 


Corporate Patients 


| 
| 
210kn | i‘ eis 
| 
} 


' Non = Corporate Patients 


ey | 


SP ae amass - eae 


- ww ww 


ww Vv 


aa a i ee 


=_>_ 


"of total patients 
rat bane \ rstts | 


Kkepeul VISES 


Transportation facilities to reach clinic 


*”% of total patients 


Auto/Taxt 


Wath 


Payment of tees 


“~ of total patients 


Direct/Own 


Company 


flealth Insurance 


Others 


3. Average consulting fees for first-time patients (Rs.) 


At clinie 


At hospital 


- 


- Injections Antipyretics 
- Vitamins/fTonies Analgesics 
- Antibiotics 

-  tlormonal : Others 


4.) Plow many average number of drugs do vou prescribe per patient : 


3.) Among the drugs. which are the commonest you prescribe by percentage : 


ee se oe eee 
ei ii, i i i i . 


a Peatment al poy Income ¢ 


houUp Patients (< Ry G00 P.M. imcome) 


it) Vig Perens Charved ; (Yo. Na) 
b) Are any CONCESSIONS viven - I yes. how much % --- 
C) Are 


Ay relerred to other doctors/hospitals ? (Yes / No) 
d) If yes. are these referred hospitals ol any specific category ? 
¢) Are drugs given free or charge 
some drugs are free While cert 


d?? Any categorisation of drugs for charging (e. 
ain are charged at concessional rate ) ? 


q 


1) I tree. does Consultation constitute of 


> punimal advise and tree drugs or 


only referral to other doctors or 
- complete treatment 


8) Do you always order Investigation for these patients. Yes/ No 


If yves . 


> Where do you refer them for the same : 
> Are there any Interpretation Pees for thes 
- Who pays for the INnVesUgation : 

- Patient 

- Hospital 

- Others 


¢ references ? if yes what % 


Average no of investigations ordered for each patient / all patients 
Y) What is the follow-up procedure followed for these patients if treatment is given ? 


h) What in your opinion should be the role of the government be for treatment of these 
low-income patients ? 


1) What role/ factors do you envisage of yourself in treatment of these patients : Should 
. . . e . a d ") 
the responsibility be solely of the government ‘ 


* 


. a . ** . : me . »y 
}) What assistance do vou seek from other agencies (government, corporate bodies ete J’ 


On. ions. PE exemption. incentive schemes, Central State Schemes 
lou. subsidies. grants ‘donations, [7 exemption, incentive 


lor drugs. Free Vaccines ete 


_ —_ — —_ nal 
A 4 ae i _ 

, «A > a A = ay aaa —_ - 

= >» 

=— = = == Bl 


; ae 
h) Do Vou teed there is nec fan health lnstianee tor all erade | people (Yes No) 
I) What hind ol health insurance would you advocate? I..e. Group Insurance cte 


m) Will such patients be able to afford premium, 


7. external Interactions 
What kind of cases do you refer? To which hospitals ? 


‘Tene ae Case llospitals referred to Any specific reason 


ee ae 


What “o of your patients is referred to - 


E Specialist (for GP’s) “A 


- Hospital (for specialists) vA 
. Not referred | “a 
Which hospitals do you usually refer patients to? 
- Government A) 
Bae ea 
- Private Nursing Homes “Ay 
| 
- Specialised Hospitals ate “ 


Rate the following factors ona scale Of 1-5 ( 
choosing a hospital for referrals? 


Where 5= Excellent and [= Poor) in 
- Price 

- Location 

= Personal contacts 

Quality services offered 

Interpretation -fees offered 


Any other (pls. specify) 


Is there a hormiga Lortdeayy 


Taare lane lh Mechanisnys ray the 


How do you compare the priv 


following factors on 


SS ee ein 


Factor 


Name of hospi 


————— 


Charges 


—_— 


Value for money 
Quality of consultants 
Location of hospital 
Availability of rooms 
; Quality of support stati 


Housekeeping Services 


Others (please specily) 


a 


Overall rating 


‘(Nursing 


tp procedure «of Your referral Cuses!” Ves / Na" ie th) 
; 


Mb e 


ate. Hospitals in your arca? Please rate them on the 


a scale of (1 = 5). Where 5= I:xeellent and |= Poor. 


, llospitals 
] 2 3 


tal | 


S 


i i i ol 


Pee Elle 


; ; : : <dinceietaaien edd Riesteaies iced ; 

Hlow do you compare the hospitals with respect to the follow ing specialities Please rate them on 
' : ge vin DR } won £5 r 

(he lollowime lictors on a scale of (1 = 3), where 5= Excellent and |= Poor.) 


Speciality Hospitals 
| | 
| Name of hospital 


ly 
4. 


General medicine 


ee 


Caeneral Surgery 


Obst & ¢ IVMICE 


Paediatrics 
Cardiology 


Orthopaedics | 


| 
’ 


2 


at do you think are the areas 
ds to improve / upgrade ? 


What are the gaps, ifany, in hospital facilities in your area ? Wh 


(lacilities/ equipment) in which these nee 
t 


8. National Health Programs 


Are you aware of National Iealth Programs of Government of India (Yes/No)? 


I daaay 
ek EAN SCT poverty we there 8 1 13.99 


Which are these Programs .. Listas much as vou know, 


Do vou participate in these programs ? Yes / No ? 


Fs 
Moves ? then to what extent? pls. provide details on reach. cle ; 
; Do you participate in preventative health? Yes /No 
; 
| How many such programs do you attend ina month? 
4 
| Who are the program Orsaiisers 2 
i 7 OR REIOTRAA Ucar 
: Program Organisers (Self, IMA, Voluntary Org like Lions Club ete) | 
; a ee 
¢ | 
Se - aa | 
| —- oe 
| 
| aa | 
| a ' 
| 
| | 


Se eer Ol NCC CUCU CrCUC COC CUCU CUCU COrCrUC COCUmUC CrCmCUC COCrUC COrUCCTCUrUCTCTOTUCTCTlUCUC TWTrhCUCU MWCUNCT VY Ol OOUlUCU( CC! OUTST CUlUNWSMtTOUCUlUMNClUMNIG MN ll la 


Flow do vou create awareness of health problems to vour patients”? 


In your opinton who should take the responsibility for spread of national health programs’? Should 
tebe limited at the government level or should the private sector play a key role? 


What role can you play in propagating these programs ? 


Are you aware whether the private Hospitals / Nursing Homes participate in National health 
programs, ? | 


Does the Govt health funetionary (Doctor / health worker) ever visit you & discuss these 
programs VoN Do these discussions meet their objectives ? Do the health functionary have 
clarity of thought and plan? Pls. provide your recommendations on the same 


Does the Directorate of Health Services invite you for CME/ Training of their programs? 


How cHeetive ds the triining both inter, of attendance and content ? PES. comunent 


das Nan tito TENN ( \lt upralate proeramis 2 


When was the last CMI: attended 


Topic : 


Who are the sponsors of these programs? — IMA/ Rotary, Lion/ Pharma Comp. Med. College 


Ineevent of epidemic / national ¢ 


alamity doa Govt. DUS co-ordinate or seck help from you”? 
/No 


Y S 


I yes in what manner Pls. provide specific examples 


In your opinion why do people prefer you over Govt. doctors/ hospital 
a) Price factor (Attordability) - low/high 
by) Promptness of service / Quality of service 


ce) Availability. Accessibility 


» fie 


Gln we nounyei Me 
| Bi 


BAH PRORORAL A -PATIENT SAVISE (¢ L1QOON 


PERSONAL, INFORATATION : 


a4 


eT 


(>. 


1) 


Name : 
Ave: scx: Male:/ Female 


Marital status: (1) Married - (2) Single : 


Residential Address (Name of Locality): Rural/Urban 


Accommodation > (1) Own House (2) Rented House 


Education = (1) Below Graduation (2) Graduation (3) Post Graduation 4 
(4) Protessional Course COMBS. BEE. 113.. CA.. ete ) (5) Any other ; 


Occupation : (1) Govt. Employee (2) Public Sector (3) Pvt. Business ’ 
(4) Avriculture (5) Any other 


Monthly income of Spouse ov parent or whoever is the earning member in the family : 
(1) Rs. 1000 (2) Rs. 1000 to Rs. 2000 (3) Rs. 2000 lo Rs. 3600 (4) Rs. 3600 10 Rs. S000 
(3) Above 5000 


Spouse Education Status: (1) Under Graduation (2) Graduation (3) Post Graduation 


(4) Professional 


Occupation of Spouse : (1) Eimployee (2) House Wife (3) Any other 


Transport for General use (1) Public Transport (2) Two Wheeler (3) Four Wheeler 


PATIENT SATISFACTION LEVEL IN OPD 


Do vou feel that the OPD is: (1) Very congested (2) Has reasonably good space 


(3) Quite specious 


The total time required in the OPD to complete all check ups and tests is : (1) Reasonable 
(2) Long but acceptable (3) Too Long 


Thowhieh focation in your opinion did vou spend too much of your time : (1) Atrepastiation 
(2) Watting to sce the doctor (3) Laboratory (4) X-Ray (5) Pharmacy 
(6) Any other please specify 


of Drinking water: (1)Less in OPD (2) Fairly cnough (3) Morethan sufficient 


>. 


barcility 


Facility of seating arrangement :(1)Less in OPD (2) Fairly cnough (3) More than sufficient 


.. iio aie ; ee by : 1) N “thy ullicient 
Facility of Fan & Ventilation : (bess mm OPD (2) Party cnough (3) More than sullicr 


: 1) More than safficient 
Facility of Toilet: (DbLess im OPD (2) Fately crouph 4) - 


OOS 


vr vwFrwvri vor vwFrvTvv7i iivv7ij, eervoew” naw ™™”” ” 


Ly, How do vou vate the Lollowirag per sonnel in th 


OVD Charees are: (lilow (2) Reasonable ¢i) Lin biel (4) Jang tends 


cir dealing with vou: 


mamas ian esililiesiane 0 ip aceaea emmaianeanamenaes 


I. vcellent T Cueal Mair 
: | scellent | Goot oes 


| 
| 
a... | . | 


Rowistt: Won 


SeCUrHS 
Doctors Assistance 
NRG techmicnains 


| I. abor: MOT 


Nurses 
| ie 3 “Terk 


“ashicr 
y . WIEN 
Medic: i Soc it Worker 


20, Are vou visiting this hospital: (1)For the first ime = (2) Occasionally for some specific illness 


(3) Revularly for all illness 


21. Do you come to this hospital because : (1)It is nearer to you house 
(2) You prefer a private hospital (3) You are satisficd with care 


+> Number of investigations done for disease :(1)None (2) Low (3) Fairly cnough 
(4) More than sufficient 


23. Cleanliness of Room/ Ward iss: (1)Less than sufficient (2) Reasonable 
(3) More than sufficient \ 


24. Doctor's explanation regarding illness is 2 (1)None (2) Less @) Satisfactory 
25. Satisfaction regarding treatment viven : (1)Low (2) Fairly cnough (3) Adequate 


Da) When vou came to hospital/ health centre for consultation was Che stalf at the reception/ 
reeUstration COUNEOE : 
Ga) Courteous : (1)Yes (2) Needs improvement (3) No 
(hb) Prompt: (hyYes (2) Needs tmprovement (3) No 
(c) Answered your queries satisfactorily (1)Yes (2) Needs tmprovenient (3) No 


27. Your impression about the staff at the OPD. bay : 
(d) Courteous : (1)Yes (2) Needs improvement (3) No 
(ec) Prompt: (1)Yes (2) Needs improvement (3) No 
(1) Answered your queries satisfactorily : (1)Ycs (2) Needs improvement (3) No 


28. Your impression about the waiting time for consultation at (he OPD bay : 
(teh (2) Normal Warten (3) Proloneed warty 


oO Your level of satisfaction after consultation with the Doctor at the O.P.D. : 


(1) Totally satistied (2) Barely satistied (4) Not satisfied 


$0. Your opinion about the procedure of admission : 
(1) Simple and quick (2) complicated & time taking (3) Very complicate 


| “asatisfact 


; 


—* 


ee a ee eS ea ae 


dt. Du Vou lee] JOU Were Civen 


wlequiate Mlorimiation 
ACMUISSiOon and Hreatment pl; 


thout your ness, 


PCusOn of 
mued by your Doctor (1) Ves ( 


\ 


ian) ‘ 
~' Some (3) NO 


Did you feel free to (alk to you Doctor recarding your worries X anvicty: 
(1) Ves (2) Somes) No | 


93. llow would you calegories the behavior of Doctors (treating in the Ward : 


(1) Kind (2) Inditlerent (3) Needs Improvement 


4. Your opinion about the treatment Provided by the attending Doctors in the 
ward © (1) Good (2) Satisfactory (3) Poor 
JSS. How would you categorize the belavior of nursing staff: (1) Kind & helpful v7 
(2) Indifferent (3) Needs Improvement 
96. Your opinion about the quality of nursing care : ; 
(1) Good (2) Satisfactory (3) Needs IMprovement 


37. Did nurses came promptly when you called them - (1) Yes (2) No (3) Sometime 
35. Your opinion about ward attendants : 


(1) Prompt & helpful (2) Indifferent (3) Needs improvement 


39. Name the major investigations which you under went during Stay in the 
hospital : (1) Radiological Investigation-U.S./C.T. Scan/MRI/X-Ray 
(2) endoscopy (3) Cardiological Investigation-Lcho/TMT/A nglo (d) Blood 
Investigations 7 


40. a) Are you over all satisfied with the services provided during the above 
mvestizations 2 (1) Yes (2) Not much (3) No 


40. b) If no reasons for dissatisfaction : (1) Prolonged waiting for Investigation 
(=) Prior appointment/ime not tixed(3) Patients have to last for tow long 
(3) Patients sometimes not eiven prior information for investigation 

41. Are vou satisfied with the cleanliness of the ward including toilet and bathroom, 
(1) Yes (2) Needs improvement (3) No 


H20 In this hospital were your linen clean and sufficient : 


1) Yes (2) Needs improvement (3) No 


45 Were the meals served on time in the ward : 


hy) Yes (2) Needs improvement (3) No 


. ity of meals served in the wards - 
44 Ave you satisfied with the quality of meals served it 


(1) Yes (2) Needs improvement (3) No 


45. Dick vou Face sary problem in procurement of medicine/ surgical items prescribed 
by Doctors in the ward for the from the medical / surgical shops located in the 
lhospatal : I) No (2) Sometime (3) Always 


40, 


~ 


Your opinion about the following facility in the ward : 

(a) (1) Adequate (2) Needs improvement (3) Inadequate 

(b) Availability of sweeper: (1) Adequate (2) Needs improvement (3) Inadequate 
(c) Electricity : (1) Adequate (2) Needs improvement (3) Inadequate 


47. Your opinions about the security service in the hospital : 
(1) Good (2) Needs improvement (3) Poor 


48. What your opinion should be duration and frequently of visitors to the 
wards > (1) The existing duration (ie, 12-1 & 5-7) (2) Tlourtwice daily 4 


(3) Hours one only (4) Hours once daily (S) Hours twice daily 
(0) No visitor to be allowed in the ward 
(7) Patients suggested that visitor hours should be changed from 12-01 to 8-9. 


49. (a) Your opinion about the charges of the hospital : 
(1) Reasonable (2) High (3) Very hich 
(b) How did you meet the charges : (1) On my.own (2) Through insurance 
(3) Through employer (4) Through voluntary Financial help 


D0. Tow well did the care ;you received met you exceptions : 
(1) bully met (2) To some extent: met (3) Did not meet expectation 


St. In the event of an illness in future would you like to come to this hospital : 
RPP 4 es (2) Maybe (ie 


52. Would you recommend this hospital for medical care to your friends / 
relatives 2 (1) Yes (2) May be (3) No 


53. You feel you are being discharged at appropriate time and not before your 
expectation > (1) Good (2) Needs Improvement (3) Poor 


4. Your opinion about the Patient relation Accommodation facility (if availed ) : 
(1) Good (2) Needs improvement (3) Poor 


| 
“a A 


On the whole how do you rate this hospital : 
(1) Excellent (2) Good (3) Average (4) Poor 


56. Do vou think that this hospital ts well-equipped ? 
(1) Yes (2) No (3) Do not know 


‘7 UWvour onini ‘piitie 
you pinion do (he paticnts eet all the necessary medicines, ele. in this 
hospital . SEE Ves (2) No ¢ 1) Do not know 
SS. Llow is the food served in this hospital ? 


(1) Tis good (2) tis so 200d (3) Itis nor eood 


How are the Avahs and Ward Boys or Nursing orderlies ? (check as Many as 
applicable): (1) Nice and helpful (2) Prompt (3) Hard working | 
(1) Rude (8) Inefficient (6) Corrupt : 


O00) Tlow are the Sweepers in this hospital ? (check sas Many as applicable ) 
(1) Nice and helptul (2) Prompt (3) Hard working (4 )Rude (5) Inefficient 
(6) Corrupt od 
Ol Tow do you find the Nurses in this hospital ? (check as Many as applicable ) 
(1) Kind (2) Sympathetic (3) Rude (4) Corrupt (5) Prompt (6) Inefficient 
(7) Hardworking 


Ol. low are the Doctors? (check as Inany as applicable): (1) Kind 
(2) Sympathetic (3) Rude (4) Ordinary (5) Expert (6) Medicare (7) Corrupt 


63. Tlow are the visiting hours: ( 1) Alright (2) Should be longer (3) Should be shorter 


64. How much do you think patients get attention from their Doctors here ?: 
(1) Sufficient attention (2) A little attention (4) No attention 


65. Do vou feel people with “right pull” get better attention in this hospital ?: 
(1) Ves (2) No (3) Do not know 


66. Do they given proper medical care here ?: 
(1) Ves (2) Nats) Donotknow 2 


67. In comparison with other hospitals is the recovery rate higher in this hospital ?: 
= e . - * . . « « Md ). 
OS. What kind of reputation does this hospital has ?: 


(1) \nexcellent hospital (2) A good hospital (3) An ordinary hospital 
(4) No so good a hospital (S) Not a good hospital at all 


> 


° : ee “phe "> 
‘stions for the ‘oveme S hospital ? 
69, Can you give some suggestions for the improvement of this hospital 
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ANNEXURE - II 


Accreditation Proforma 


Luar Nay 


7) 


8) 
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NEED VIEWS “WILLINGNESS FOR AN ACCREDITATION 
SYSTEM IN KARNATAKA AN ASSESSMENT 


Mailed Questionnaire for Hospitals/ Nursing Homes 
Fe _——_ 7 cee te 
Kindly wherever upplicable 


Name of the Hospital/ Nursing home : 
Address : 


Phone Number - lax Number : 
Year of ¢stablishment : 4) Number of Beds : 

; . : - . . , ae 
Whether member o{ hospital owners association gees No 
If ves, kindly Provide the name of the association 


Type of Ownership : Individual Proprietorship Partnership ’ 
Trusts Co-operative 
Corporate Any other (kindly specify) : 


If individual Proprictorship/ partnership 

a) Medical qualification main owner : 

b) Admission of patients Self patients 
Open to other doctors attached to the hospital/ nursing home. 

If Trust/ Cooperate / Corporate 

a) Collaborating with any company for providing services = Yes No 


b) Tied up with any health scheme Yes No 
¢) Having its own health scheme Yes No 


If yes, to any of the above (kindly vive details) 
What are the type of services provided in your hospital/ nursing home! (Kindly 
Wherever applicable) 


Medical Surgical Obstetrics & Gynaecology Maternity 
Pacdtatrics —( Irthuarietlies Cardiology Dermatology 
Neurology f lrolowy Ophthalmology Psychiatry 
Pathology Medical Termination of Pregnancy Casualty 
Intensive Care | Init Any Other (Kindly specify) 


a ‘ds (ce. spaee. equi wlification of staff. 
In your opinion should standards (C.2. space, Cie nee quali ¥ * Me ’ 
treatment provided) be laid down for hospitals/ nursing homes ? Yes 0 
(kindly give reasons) : | 
- *) , . 
: ae 3 ‘s be eraded ° % No 
In your opinion should hospitals/ nursing homes be graded Ye 
(hindly eive reasons) : “e 
Are you aware of any regulations applicable to hospitals/ nursing homes in 
I a Make of vour cite? Yes No Ifyes do They assist/hinder/have no 
Sarnatiak: y . : | i : 
‘ i ; a aes GARE PEtve PCASONS) : 
influence in the provision of health care services (kindly gi 


14) 1) at is vein Opin Prevage an acercditation Systems Which assesses the 


Muetouie of a hospital Hubsine home through an external rey lew Which js 
. sul 
Voluntary Madre! 


1+) Who should take the Initiative and be involved in forming an dcereditation 
»Ystem for hospitals/ nursing homes in Karnataka 


Coustituents 
Government 
Hospital Nursing Home owners 
Spectalists association 
(e.g. Ob Gyn, consultants, ete.) 
Consumer organisalions/Patients f 


Insurance companies 


Private corporate bodies 


15) Should the accreditation system function as a 
Non-profit organisation 


<— 


For profit private body 
Any other: (Kindly specily) 


16) What role should the accreditation system play (You could more th 
Assess hospital/ hursing homes for compliance of standards 


Assist hospitals/ nursing homes in upgrading standards 
Assist hospiti 


an one response) 


s/ nursing homes in continuous quality assurance 
‘An cducative & informative role 
Serve us a forum for consumer redressal 
Take punitive action 
Any other: (kindly specity) ; 
7) What should the acercdit 
SPANDARDS 


Physical aspects (space, 


ation system monitor ? 


Operation theatre, wards. clo.) Ves No 
I quipment res No 
Qualification & number Of personnel employed/ attached EIS tts PPE uss No 
Type of treatment Yes No 
Follow up of care provided Yes No 
QUANTITY 
Number OF hospitals in an Scographical area Yes No 
Number of beds in an Leogrraphical areca Yes No 
PRICE 


Professional fees charged rcs No 
Various hospital charges ES No 
CONSUMER SATISFACTION 


Ves No 
18) Should grading OF hospitals/ nursing homes be based on 


On a rating scale ce. 
Th Lhd Any other ¢ 


( roc Oy Barc 


8. below miniman, MINIM. Optimum, excellent) 
kindly specily) : | 


—— 


Lavy Shout complies he 


Vasessineny Ob lias 


Assessed ” 


pial by an external team 
Se evaluation by the Participating: hospital Lollowed by eXternal ussessinens 


Voy other thindh SPECLIY ) 


20) ee og 


What should be the follow-up mechanisms after the assessment of the hospital 
Hursing homes ? (You could more than one response) 
Pray Ming recognition tO Those meeting standards 


Vssisting in Upsrading standards 
baking punitive action 


Any other (kindly specify) 

ae) To whom should the assessment findings be disclosed ? You could) more than one 
Pespaotsc) 

Open to participating hospitals/ nursing homes 

Open to insurance companies/ financial [nst.. 

body on demand 

Any other (kindly specify) : 


Open to consumers/ public 
Open to any other individual / 


eal In your opinion should the accreditation system have a mechanism for the 
reconsideration of the hospital / nursing home assessment ? Yes No 

23) What would be the periodicity of assessment ? eA 
Yeurls every (Wo years 
every three vears Any other (kindly specily) : ; 

24) In your opinion should the accreditation system be 


Independent & autonomous ofany authority Supported by legislation 
Any other (kindly specify) : 
i ’ > . . > . 7 se * . - is 
25) In your opinion should patient redressal procedures be Incorporate as part of 
. as . Koes 
the accreditation ? : Yes = No 


(Kindly give reasons): 
- <= a a ee 


= » . ‘ «hs . Se. ois OP 
2) In your opinion would such a system beneficial for hospitals / nursing homes ° 
: Yes No 
If ves, (kindly the appropriate reasons) 
Howould help improve standards ae 
. ‘ . 7 oe Oe Os ¢ /¢ ha & ¢ ‘se 
It would provide an opportunity to have a continuous process of quality assurance 
It would help compare performance with other hospitals 
It would serve as a useful marketing tool 
I would regulate (manage) competition between hospitals | 
( aying field ¢ arious hospitals 
It would create a level playing field among various hc : als ‘ 
It would help insurance companies to collaborate with hospitals 
Any other reason (please specify): 
Ifno, (kindly. the preferred alternatives) 
\dherence to existing regulations te 
. ‘ ~ ; wy Q *y 
existing regulations should continue but b more stringe 


Vhere should be no regulation | 
Phere should be a system of mecatives 
ther monitormy system a 

Any other reason (please specily) : 


7) 


28) 


lhovour opinion what would be the advantages snd disadvantages of the 
acereditation system for the varios constituents ? 

Hospitals / Nursing Elomes 

Vdvantiaees | 

Hisidvantapes : 

Patients 

Advantages : 

Hisadvantages : 

Government 

Advantages : 

Disadvantages : 

Specialists Associations (¢.g. OB/gyn., consultants etc.) 

Advantages | | 

Disadvantages : 

Insurance companies 

Advantages : 

Disadvantages : A 
Corporaté bodies 

Advantages : + 
Disadvantages : 

Judiciary 

Advantages : 

Disadvantages : 


If and when such a system is formed would you be willing to participate 
Yes No 


Nindly provide any other comments, suggestions & views which you like to share 
with the research team with regard to the undertaken study. | 


Person providing information (Dr.), (Mr.), (Mrs.). (Ms.), : 
Designation © ({f owner kindly specify) : 


. * 
ae 
Ee, 


